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the literature... 


“The value of CHLOROMYCETIN in the treatment of infec- 


tions due to most bacteria, the pathogenic rickettsiae, and 
many of the large viruses has now been well established.”! 


in typhoid fever 


“Our experience...and many others all show that chloram- 


phenicol [CHLOROMYCETIN] has an established place in 


the treatment of typhoid fever.” 


in meningitis 


“At the present time chloramphenicol [CHLOROMYCETIN | 


is recognized as a potent antibiotic whose ease of adminis- 
tration and prompt diffusion into serum and spinal fluid 
makes it a particularly useful agent in the treatment of many 
forms of purulent meningitis.”* 
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(1) Yow, E. M.; Taylor, E M.; Hirsch, J.; Frankel, R. A., & Carnes, H. E.: 
J. Pediat. 42:151, 1953. (2) Dodd, K.: J. Arkansas M. Soc. 10:174, 1954. 
(3) Hanbery, J. W.: Neurology 4:301, 1954. (4) Miller, G.; Hansen, J. E., & 
Pollock, B. E.: Am. Heart J. 47:453, 1954. (5) Keefer, C. S., in Smith, A., 
& Wermer, P L.: Modern Treatment, New York, Paul B. Hoeber, Inc., 
1953, p. 65. 
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—_* “e in bacterial endocarditis 


“Within ten days [after therapy with CHLOROMYCETIN was 
begun] there was a dramatic improvement in the patient's 
clinical appearance and the sedimentation rate and temper- 
ature became normal.” 


in rickettsial diseases 


“Chloramphenicol [CHLOROMYCETIN] has been used with 
striking success in patients with scrub typhus, murine typhus, 
Rocky Mountain spotted fever, and epidemic typhus.” 


ina 


CHLOROMYCETIN is a potent therapeutic agent and, be- 
cause certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


(Chloramphenicol, Parke-Davis) 
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Extensive Surgery and Repeated Surgery 
for Malignant Disease 


SAMUEL M. Day, M.D. 
JACKSONVILLE 


These are days in which the unknown may 
become the known tomorrow. Physicians of my 
vintage and before, and after for that matter, have 
seen changes in medicine and surgery that we 
can only term miraculous. We would have de- 
clared them impossible 20 years ago. Because of 
the possibilities of the uncertain becoming the cer- 
tain and the unknown the known we doctors have 
a great responsibility. 

Advancing longevity is bringing increasing 
numbers of cancer patients to us for care. Be- 
cause of the nature of the disease as well as the 
reluctance of human beings to heed certain warn- 
ing signs, we are encountering far too many of 
these patients late in the course of their disease. 
Fortunately, too, a considerable part of this delay 
may be caused by physicians who are still too 
prone to treat symptoms and not determine 
causes until pathologic conditions overwhelm us 
with their advancing severity. 

Those of us practicing cancer surgery must 
retain an optimistic philosophy in dealing with 
patients, and we must be willing to go all out to 
give them the opportunity to “borrow time to live 
longer.”” We know not what is just around the 
corner for these hapless people — tomorrow may 
bring an “insulin” for a cancer; who knows? 

Brunschwig,!;2 Pack,*-> Lahey®:*? and others 
have pioneered in the renewal of extensive resec- 
tions in cancer surgery. This simply means a re- 
vision of the concepts of what constitutes “oper- 
ability” or “inoperability.” Statistically their re- 
sults have not made the procedures “odds on 
favorites,” but they have prolonged the life of 
many persons and a few have been, for all essen- 


From the Department of Surgery, St. Vincent’s Hospital, 
Jacksonville. , 

Read before the Florida Medical Association, Eightieth An- 
nual Meeting, Hollywood, April 26, 1954. 


tial purposes, cured. All of us now realize that a 
patient being alive and well five years from the 
time of treatment does not insure a cure. Because 
“cures” are uncertain, palliation becomes a rela- 
tive matter. Much depends on the patient’s state 
of mind and health during the added time. The 
work of these surgeons has been criticized by 
many and praised by few, but some of those few 
have been these cancer patients who have been 
given new hope for life, if not new life. 

Over the country today many surgeons are 
performing these procedures, but there are a great 
many more who are capable of performing them, 
if only they will develop the philosophy to try. 
Such work means tiring, prolonged operative pro- 
cedures; alert and vigorous preoperative and post- 
operative care; conscientious cooperation of aux- 
iliary services, anesthesia, laboratory, radiology 
and nursing; and well trained, conscientious house 
staffs. 

There are not enough major centers doing this 
work to care for the number of patients needing 
it. Any surgeon who undertakes cancer surgery 
should never let inadequacies on his part prevent 
him from doing what is best for the patient. Let 
him prepare himself for removing all visible tumor 
with a safe margin if it can be removed. If he is 
unwilling to do so, let him limit his work to other 
surgical fields. He must be ready to ignore his 
operative mortality rate when weighed against the 
possibility of a prolonged and relatively comfort- 
able life. Operative mortality, however, need not 
be a prohibitive item. Sweet,* Pack,® and others 
now report acceptable mortality rates. The pur- 
pose of this presentation is to attempt to show 
that such surgery can be performed in good gen- 
eral hospitals by conscientious surgeons with rea- 
sonable expectancy of success. Such surgery does 
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not necessarily mean a disabled patient. My total 
gastrectomies and esophagectomies are few, but 
practically all the patients have resumed their pre- 
operative duties, have gained varying amounts of 
weight, but never to preoperative level, and have 
enjoyed life for most of their borrowed time. 


This report represents a study of 100 laparot- 
omies and thoracotomies in adults for major dis- 
ease of the gastrointestinal tract excluding appen- 
dectomies, cholecystectomies and benign peivic 
surgery. Fifty-six of these were for cancer. Thirty- 
two were extensive operations, 29 of which were 
for cancer. Five cases are presented in detail to 
illustrate the value of attempting to give help by 
surgery when no other method remains. 

These cases show what can be done in a good 
general hospital with good nursing anesthesia su- 
pervised by a competent anesthesiologist only dur- 
ing the past nine months, and with the usual 
auxiliary services for a hospital of 250 beds in a 
city of 300,000 population. Most of the patients 
were private patients treated at St. Vincent’s 
Hospital. All were under my direct care although 
approximately half of those in the 1947-1951 pe- 
riod were operated on in association with Dr. 
Frederick J. Waas, who was most understanding 
and patient in cooperating with me and counsel- 
ing me. To him I owe a debt of gratitude. 


Report of Cases 

Case 1.— Mrs. N. St. J., a 50 year old white woman, 
had experienced inability to swallow solid food for four 
months and a loss of 6 pounds in weight, with reduction 
from 120 to 114 pounds. She had first noticed difficulty 
in swallowing coftee, then solids. She had drunk numer- 
ous milk shakes to prevent further loss in weight. A non- 
smoker, she had had a slight nonproductive cough. Since 
having jaundice some 10 years previously, she had had 
recurrent attacks of pain at intervals in the right upper 
quadrant of the abdomen, which she attributed to attacks 
of disease of the gallbladder, although they were precipi- 
tated by no particular food. She had always ben under- 
weight. 

Her father died of “paralyzed throat” at 65 —a s'!ow 
death because of inability to swallow. The mother died 
of “uremia” at 72 years of age. 

The patient was an emaciated white woman, who ap- 
peared chronically ill. General examination yielded no 
evidence of pathologic change except a large rounded 
mass in the right upper quadrant of the abdomen, which 
moved on respiration and proved to be a displaced right 
kidney. 

On examination of the blood, the red blood cell count 
was 4,260,000, the hemoglobin was 13.0 Gm., the white 
blood cell count was 7,800, and the serum protein was 
6.3 Gm. 

Roentgenograms, made by Dr. A. Judson Graves, gave 
evidence of an irregularity of the mid portion of the 
esophagus (fig. 1a). Esophagoscopy by Dr. G. Dekle 
Taylor revealed the presence of epidermoid carcinoma. 
This was confirmed by biopsy. 

Thoracotomy on the left side through the bed of the 
sixth rib was performed on July 1, 1950. A single, large, 
hard lymph node was found anterior to the descending 
aorta, biopsy of which confirmed the presence of carci- 
noma. A large mass, 5 by 3 cm. in size, was found in 
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the mid portion of the esophagus just below the aortic 
arch, located primarily on the posterior wall (fig. 1b). 
Although there were adhesions to the aorta, the esopha- 
gus and cardiac end of the stomach were freed and re- 
sected with all visible nodes from the peribronchial to the 
left gastric nodes, with none except the first one obvious- 
ly involved. Esophagogastrostomy was then performed on 
the left of and approximately 11% inches superior to the 
aortic arch. The apex of the closed stomach was used 
for the anastomosis. The esophagus was divided more 
than 5 cm. above the upper limits of the grossly involved 
tissue. The patient received 2,000 cc. of citrated blood 
while on the operating table. The pathologic diagnosis 
was epidermoid carcinoma, grade III. 

The patient went into severe shock approximately 
eight hours postoperatively in spite of oxygen and general 
supportive measures. The administration of plasma and 
blood brought recovery. Oral liquids were started on the 
fourth postoperative day without difficulty. Thereafter 
the course was uneventful except for the usual digestive 
disturbances accompanying conditions of this kind. There 
was constipation, considerable fulness, particularly on ly- 
ing down soon after meals, and further loss in weight. 
With frequent small feedings and vitamins, there was 
gradual improvement. In five weeks she had gained 1 
pound and wanted more food than she could retain com- 
fortably. 

In March 1951, the patient experienced increasing 
dysphagia. Esophagoscopy by Dr. Taylor at this time re- 
vealed no tumor but slight stricture and esophagitis. Di- 
latation was not necessary. In July she felt better than at 
any time since her illness. In September she directed my 
attention to a supraclavicular mass on the left side, 
which had appeared one month previously and had en- 
larged rapidiy. She had lost 2 pounds, reducing her 
weizht to 100 pounds; otherwise she had no symptoms. 

On October 3, a block dissection of the supraclavicular 
mass was carried out (fig. 1c). It measured approximate- 
ly 5 by 4 by 3 cm. and was densely adherent, necessitat- 
ing removal of the lower internal and external jugular 
and subclavian veins on the left side as well as the adja- 
cent omchyoid and scalene muscles. The internal jugular 
v.in was filled with an organizing thrombus without tu- 
mor infiltration. The mass proved to be a grade IV 
squamous ceil carcinoma, metastatic, which was highly 
anaplastic and was infiltrating in all directions. The post- 
operative course was uneventful. The patient was given 
roentgen therapy by Dr. Floyd K. Hurt, 2,150 r through 
a 10 by 10 inch portal, and the induration of the area 
s:owly subsided. 

Since that time she has been checked at three month 
intervals with roentgen examination every six to nine 
months (fig. 1d). She fecls well and is able to do the 
usual household and yard work that she did preopera- 
tively. She eats anything she wants except fatty or greasy 
foods and travels as desired. Occasionally she has weak- 
ness and cold sweats and may have to lie down after 
eating. Her weight varies from 89 to 95 pounds, 25 to 
30 pounds less than preoperatively. She has one normal- 
colored, constipated stool daily when she takes milk of 
magnesia. She no longer is disturbed by “gas,” has been 
nauseated only once in the past year, and belches with 
difficulty. There is still slight supraclavicular induration 
on the left side, but no masses. 

Of course the prognosis is still guarded, but almost 
four years have elapsed since the original operation, and 
two and one-half years since the excision of the supra- 
clavicular metastases followed by roentgen therapy. Cer- 
tainly the normal life she has led for that period of time 
justifies the radical procedures performed. 


A second patient, with a similar lesion but 
without involvement of nodes, was subjected to 
esophagogastrectomy in January 1951. He com- 
municated with me at irregular intervals, and I 
was recently notified of his death. On requesting 
further information from Kings County Hospital. 
Brooklyn, N. Y., in which he was followed as an 
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outpatient and finally died, I was informed that 
there was no evidence of recurrent cancer. He 
died of injuries sustained in a fall down the stairs 
at his home, which caused injury to the cervical 
spine and paralysis a few days before his death. 
Unfortunately, no autopsy was obtained. 





nuclear leukocytes. Urinalysis gave normal results. He 
was given 1,500 cc. of whole blood. The blood protein 
was 5.2 Gm. on October 31. 

Abdominal exploration on November 2 revealed a huge 
fungating adenocarcinoma, grade II, of the colloid type, 
12 cm. in diameter (fig. 2a), occupying most of the an- 
terior and lateral wall of the stomach with umbilication 
of the serosa and attachment of the omentum. The py- 
lorus and first portion of the duodenum were fibrotic; 
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Fig. 1. Case 1—(a)Lateral roentgenogram showing preoperative irregularity of mid esophagus. (b) Operative 
specimen, July 1, 1950. Squamous cell epithelioma of mid esophagus. (c) Operative Specimen, Oct. 3, 1951. Squa- 
mous cell epithelioma in supraclavicular lymph nodes on the left side 15 months postoperatively. (d) Lateral roent- 


genogram showing postoperative esophagogastrostomy. 


Case 2.— Mr. L. S., a 59 year old white man, was 
admitted to St. Vincent’s Hospital for Dr. Frederick J. 
Waas and me on referral from Dr. Stanley Erwin on Oct. 
29, 1949 because of recurrent severe hematemesis since 
Dec. 19, 1947. He had three severe bleeding episodes 
(December 1947, October 1948 and October 1949) during 
which multiple transfusions were necessary for the relief 
of shock and secondary anemia. He lost 10 pounds in 
weight. He experienced little abdominal discomfort and 
no related symptoms except those associated with the 
repeated hemorrhages. Diet and medications brought no 
change. On each admission he was treated with trans- 
fusions of whole blood and the Sippy diet with supple- 
mental proteins, vitamins, liver extract and iron. He 
refused to consider surgery until the third episode of 
hematemesis because of the illness of his wife, due to 
squamous cell carcinoma of the rectum with metastases 
to the liver, and her subsequent death in May 1949. 

The father was living and well at 90 years of age. 
The mother died of unknown cause. There was no his- 
tory of cancer. 

Except for gastroenterostomy for duodenal ulcer per- 
formed by Dr. Robert B. McIver in 1923, the history 
was irrelevant. Roentgen examination on Nov. 12, 1948 
by Dr. Floyd K. Hurt suggested edema of the enterostomy 
stoma with small craters at the stoma which might have 
been responsible for the hemorrhage. No evidence of a 
pathologic condition in the stomach was noted, even on 
retrospect. 

At the time of admission, the hemoglobin was 11.7 
Gm. (70 per cent); red blood cells 3,490,000; white blood 
cells 15,050 with 90 per cent polymorphonuclear leuko- 
cytes; total protein 4.6 Gm. per hundred cubic centimeters 
with albumen 3.3 Gm.; and globulin 1.3 Gm. Urinalysis 
gave normal results. 

The patient was discharged for 12 days to put his 
affairs in order and to attempt to improve his general 
condition by high protein, high carbohydrate diet with 
supplemental liver and vitamins. This proved valueless 
from a therapeutic standpoint. 

When he was readmitted on November 10, the hemo- 
globin was 9 Gm. (66 per cent), red blood cells 3,430,000, 
and white blood cells 10,650 with 70 per cent polymorpho- 


the gastroenterostomy site showed no evidence of ulcera- 
tion or inflammation. Enlarged nodes were found in the 
gastrohepatic and the greater omentum. Diffuse adhesions 
were present. Total gastrectomy, omentectomy and sple- 
nectomy were performed. Biopsy of the ends of the re- 
sected esophagus and duodenum revealed no evidence of 
malignant disease. Though numerous nodes were enlarged, 
only one was found to contain metastatic carcinoma of 
similar type. A long loop end to side esophagojejunosto- 
my was performed. The old gastroenterostomy stoma was 
excised, and that opening was used as one side of a jeju- 
nojejunostomy. During the procedure 2,500 cc. of blood 
was given. 

The postoperative course was stormy. On the night 
following the operation, a tension pneumothorax devel- 
oped and was relieved by aspiration of 2,800 cc. of air. 
Hemopneumothorax followed. Closed thoracotomy was 
performed with good results. Oral tap water and albumin 
water were started on the fifth postoperative day, and no 
difficulty was encountered. Soft foods were added on the 
eighth postoperative day. The patient was discharged 
from the hospital on November 26. He complained of 
mild dysphagia and gaseous eructation at that time. Ful- 
ness during and after meals was distressing. Despite ano- 
rexia, he ate what was put before him in five or six 
small meals daily. Bowel movements were regular 

His condition steadily improved. Within one month 
he was eating three meals daily and experiencing associ- 
ated moderate epigastric fulness and frequent regurgita- 
tion of bile-stained fluid. It was necessary that he remain 
in the upright position for an hour or more after meals. 
In the spring of 1950 the regurgitation abated, and he 
was much better. He went through a period of great 
mental tension in the summer associated with his work 
and he again experienced extreme epigastric fulness and 
noted difficulty in swallowing. Roentgenograms in Au- 
gust gave evidence of moderate stricture at the esophago- 
jejunal junction. He received an important judicial ap- 
pointment that month, and there followed slight relief of 
symptoms. He lost 5 pounds in weight, and increasing 
dysphagia developed. In September it took him 45 to 60 
minutes to eat a ham sandwich and drink a cup of cof- 
fee. Esophagoscopy was advised, but he refused because 
of an important court session. 
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He returned to Jacksonville by plane from Houston, 
Texas, in November 1950 with complete obstruction. 
Esophagoscopy by Dr. G. Dekle Taylor revealed recurrent 
adenocarcinoma at the site of anastomosis. His condition 
was explained to him in detail, and he was offered the 
opportunity to go elsewhere. He was told that he might 
have one chance in 100 or one in 1,000, or maybe none 
at all to have something accomplished by further surgery, 
but he had no chance without it. He replied that he had 








never failed to take a chance when he had one and re- 
quested surgery. As the anesthetic was about to be ad- 
ministered, he requested one of us (SMD) to remove all 
the growth seen even if he died on the table. 


Considerable recurrent cancer was found in the distal 
portion of the esophagus and upper part of the jejunum 
with a large mass of involved tissue in the upper part of 
the abdomen. It was firmly adherent in all directions. 
Extension of the abdominal incision into the thorax 
through the eighth intercostal space gave excellent expo- 
sure ‘after extensive adhesions were divided. The entire 
tumor mass was resected with wide excision including the 
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lower third of the esophagus, upper 5 feet of the jejunum, 
tail and half of the body of the pancreas, 1 foot of trans- 
verse colon, and small segments of the diaphragm and left 
lobe of the liver which were attached to the mass (fig. 
2b). A Roux-Y esophagojejunostomy and end to end je- 
junojejunostomy and end to end colocolostomy were com- 
plete. He received 2,500 cc. of citrated blood during the 
operation. 

The postoperative course was again stormy, but the 





Fig. 2. Case 2.—(a) Operative specimen, Nov. 1, 
1949. Adenocarcinoma of stomach grade II. (6) Opera- 
tive specimen, Nov. 14, 1950. Metastatic adenocarcinoma 
in lower portion of the esophagus, upper 5 feet of the 
jejunum, transverse colon, liver margin, diaphragm and 
body and tail of the pancreas. (c) Operative specimen, 
Sept. 17, 1953. Metastatic adenocarcinoma in duodenal 
stump in close proximity to the head of the pancreas. 
(d) Postoperative roentgenogram showing patency of_eso- 
phagojejunostomy. 


patient was out of bed on the second postoperative day. 
There was slight atelectasis of the leit lung, which was 
relieved by tracheal suction. The colon was distended 
proximal to the anastomosis; so a cecostomy was p2r- 
formed on November 21 under local anesthesia with relief 
of symptoms. The next day, auricular fibrillation devel- 
oped, which may have been associated with pneumothorax 
and possible pulmonary infarct, which was suggested by 
roentgen examination on November 23. Intravenous pro- 
caine brought symptomatic relief, and the thoracentesis 
permitted withdrawal of 1,000 cc. of air and 59 cc. of 
fluid. Lipiodol swallow revealed a patent stoma with no 
leakage. Oral liquids were increased. The course there- 
after was uneventful. He tolerated soft foods well as long 
as he took his time in eating them and did not overeat. 
He complained of more pain along the ulnar nerve distri- 
bution of the left arm than was associated with digestive 
disturbances. In fact, he had much less difficulty in ad- 
justing his dietary habits after this operation than after 
the original total gastrectomy. 

Gradually the patient gained 36 pounds in weight. 
He remarried, saw two of his children marry, witnessed 
the birth of three grandchildren, resumed his duties on 
the federal bench and took an active part in frater- 
nal and other activities, going to conventions all over 
the country. He and his wife toured Europe, he ate any- 
thing he desired in large amounts, and was indisposed 
only once, that being when he drank fresh tomato juice 
in Italy. He even climbed the Leaning Tower of Pisa, 
which is said to be a real feat. He continued to take 
pancreatin and multiple vitamins three times daily. 

The patient was lax in reporting for regular check-ups, 
but each time he was seen, he had no complaints. Roent- 
gen examination revealed no pathologic changes (fig. 2d). 
He called me in September 1953 to check his back, which 
he injured while tossing his granddaughter into the air. 
There was a low back sprain, but on further examination 
I found a mass, 3 cm. in size, in the epigastrium on the 
right side. Secondary anemia was present; the red blood 
cell count was 3,810,000, and the hemoglobin was 8.4 Gm. 
I advised re-exploration, and he accepted immediately. 
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At operation on September 17 dense adhesions were 
encountered and also a tumor mass 7 cm. in diameter in 
the duodenal stump, attached to, but not invading, the 
head of the pancreas. No other metastases were found. 
The head of the pancreas and first and second portions 
of the duodenum were resected (fig. 2c), and the “small” 
common bile duct was anastomosed to the third portion 
of the duodenum with a long T tube through the nar- 
row lumen. The gallbladder was not removed, with the 
thought that it might be used at a later date should 
common duct obstruction occur. The small portion of 
pancreas (3 cm.) remaining was simply closed over with 
interrupted cotton sutures after the ducts were ligated. 

Postoperatively, there was a considerable amount of 
pancreatic drainage from the wound, which stopped when 
the Penrose drain was removed. The possibility of a pan- 
creatic cyst developing gave concern, but it was finally 
decided that this might be better than a fistula. Fortu- 
nately neither developed. Except for persistent hiccups, 
the course thereafter was uneventful. It is noteworthy 
that when the hiccups were present, the long T tube was 
pointing cephalad in the jejunum, and when they finally 
stopped, the tube was again pointing inferiorly. The T 
tube was left in for three months and was finally re- 
moved at the insistence of the patient. I wanted to leave 
it in for a longer time because of the possibility of fibrous 
tissue or recurrent tumor obstructing the anastomosis. 
Since its removal, he has had occasional digestive dis- 
turbances, but he eats heartily, and his diet does not re- 
main restricted for long. There has been no jaundice. 

Recently another complication has arisen. Pain in the 
left flank developed. Roentgenograms gave evidence of 
extensive destruction of the tenth and eleventh ribs on 
the left side. Surgery was not advised because it was 
thought that this represented distant metastases and roent- 
gen therapy might have more to offer. The patient was 
given 2,500 r to this site with slight improvement. There 
has been new bone growth in the destroyed ribs, but he 
continues to have pain. The course to be taken hereafter 
is questionable. The patient continues to act as a federal 
judge and carry out his usual difficult duties. Four and 
a half years have now elapsed since the initial total gas- 
trectomy.* 

Case 3.— Mrs. M. W., a 65 year old white woman, 
was admitted to St. Vincent’s Hospital on Jan. 12, 1953 
for a diagnostic study by Dr. Lawrence E. Geeslin. She 
complained of being “run down,” easily tired, weak and 
nervous for four or five months. She had lost 13 pounds 
in weight in that time, but reported no melena except 
when taking iron, and no nausea, vomiting or diarrhea. 
For years there had been constipation of considerable se- 
verity and moderate flatulence at times. Her appetite was 
good. She complained of vague epigastric pain of several 
months’ duration, not related to meals. 

Adenocarcinoma of the fundus uteri was treated by 
radium and complete hysterectomy and bilateral salpingo- 
oophorectomy were performed in Brooklyn, N. Y., in 
1945. She was examined by the surgeon and referred to 
an internist in November 1952 because of her present ill- 
ness. A severe anemia and moderate loss in weight were 
noted, and she was given’vitamin B;2 injections. Roent- 
gen examination gave negative results. It was concluded 
the patient had metastatic cancer probably to the liver or 
gastrointestinal tract, and she was given supportive ther- 
apy, but surgery was not advised. Appendectomy had 
been performed in 1928, and there was a history of two 
miscarriages and one full term pregnancy. 

One aunt had cancer of the breast. The father died 
of heart trouble. Otherwise, the family history was non- 
contributory. 

*This patient was subjected to a fourth laparotomy, at his 
request on July 6, 1954. Metastases were too extensive for 
definitive surgery at this time. He died on July 26 of re- 
current abdominal and hepatic metastases. 


The patient was a well developed, fairly well nour- 
ished white woman of stated age, with evidence of mod- 
erate loss in weight. General examination showed no ap- 
preciable pathologic change except that the abdomen was 
flaccid without tenderness or rigidity and contained in 
the right lower quadrant a large firm mass approximately 
6 cm. in diameter and somewhat fixed posteriorly. Car- 
cinoma of the cecum, probably primary, was the tenta- 
tive diagnosis. Urinalysis showed a faint trace of albumin 
and occasional white blood cells and red blood cells in the 
voided specimen. The red blood cell count was 3,150,000 
with hemoglobin 8.1 Gm. (52 per cent), and the white 
blood cell count was 19,550 with 76 per cent polymorpho- 
nuclear leukocytes. Bone marrow studies gave normal 
results. 

Roentgen examination of the gastrointestinal tract by 
Dr. Marvin V. McClow demonstrated a ragged conglom- 
eration of loops of distal ileum and possibly cecum in 
the right iliac fossa suggesting involvement by a mass or 
adhesions of some kind. A barium enema revealed nar- 
rowing of the cecum with ragged irregular margins with 
evidence of a polypoid mass protruding into the lumen 
of the colon above the narrowed area. Intravenous uro- 
grams were normal. 

Laparotomy was advised. The patient was given mul- 
tiple transfusions until the hematocrit reading reached 41 
per cent. She was given Sulfasuxidine therapy and daily 
enemas. 

At operation on January 27, extensive pelvic adhesions 
were present. The transverse colon was adherent to the 
cecum as were multiple coils of terminal ileum. The pal- 
pable mass was inside the cecum, but there was a consid- 
erable degree of redness, induration and edema surround- 
ing it. There were enlarged, firm nodes along the ileo- 
colic and right colic vessels, but not along those of the 
middle colic vessel. The mass was adherent to the ante- 
rior abdominal wall and the dome of the bladder so that 
segments of these were excised well around the involved 
area. No other metastases were found; the pelvis showed 
no evidence of other tumor. The terminal 3 to 4 feet of 
ileum, the cecum, ascending colon, hepatic flexure and 
transverse colon to the middle colic vessel were resected 
en bloc (fig. 3, a and b). The dissection was carried to 
the most proximal branch of the mesenteric arteries sup- 
plying this area. End to end ileotransversostomy was per- 
formed. The patient received 1,000 cc. of blood while on 


the operating table and was returned to her room in good 
condition. 

The pathologic diagnosis was a large adenocarcinoma, 
grade I, of the cecum with invasion of the muscularis and 
the serosa with a fistulous tract and neoplasm to the ter- 
minal portion of the ileum and to the transverse colon. 
The large lymph nodes showed considerable inflammatory 
reaction but no neoplasm. : 





Fig. 3. Case 3.— (a) Operative specimen, adenocarci- 
noma grade I of cecum with direct extension to ileum, 
anterior abdominal wall and dome of the urinary bladder. 
(b) The same specimen opened, 
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The postoperative course was uneventful with normal 
bowel movements after the third day. The patient was 
discharged in 13 days without complaints. She has led 
the normal life of a grandmother since that time. Recent 
physical examination and roentgen studies gave no evi- 
dence of pathologic change. She has no complaints. 

This case is representative of a second primary tumor 
in one patient eight years after the first. It emphasizes 
the importance of giving such a patient another chance 
by operating to see what is wrong and doing what is in- 
dicated. Certainly the tumor was extensive, and the 
prognosis must be guarded in this case, but for a year 
and a quarter she has led an asymptomatic, useful life. 


Two other cases represent similar but slightly 
varied points. In 1, a 60 year old white woman 
experienced acute intestinal obstruction one year 
following bilateral oophorectomy for ovarian car- 
cinoma performed by a physician in another city, 
with postoperative radium therapy into the uterus 
and roentgen therapy. Since the pelvic tissues 
were fixed and edematous and the vagina adher- 
ent, he concluded that she had cancer in the ter- 
minal stage, and she was made as comfortable as 
opiates could make her. 

The acute obstruction was relieved by intuba- 
tion. The intestine was prepared, and pelvic ex- 
ploration revealed no cancer, but there was mat- 
ted, edematous, injected ileum fixed within the 
pelvis, with adjacent involvement of the sigmoid 
colon. This proved to be irradiation enteritis. Ap- 
proximately 3 feet of the small intestine and the 
adherent omentum were resected, and a total hys- 
terectomy was performed. The rectosigmoid was 
not removed because it was viable, the procedure 
was already time-consuming, and the patient was 
not strong. Leaving this portion of the intestine 
was bad judgment; there has been a considerable 
degree of stricture at that site with pain and fre- 
quent diarrhea. She is so much better than pre- 
operatively that she refuses further surgery. She 
does her own housework and has gained 15 to 20 
pounds. 

In the second similar case, a 32 year old white 
woman was admitted as a service case on Dec. 
17, 1952. She had a squamous cell carcinoma 
grade III, stage 2, discovered in February 1950, 
which was treated by irradiation and radical hys- 
terectomy in other cities. A sigmoidovesicovaginal 
fistula developed, and a transverse colostomy was 
performed elsewhere. She complained of constant 
pain and was constantly wet with urine draining 
from the fistula. Her right kidney did not func- 
tion. She was addicted to opiates. Further sur- 
gery was refused by the original doctors and oth- 
ers because recurrent inoperable cancer was sus- 
pected. In December 1952 laparotomy was per- 
formed at St. Vincent’s Hospital. No evidence of 
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cancer was found. Considerable irradiation reac- 
tion was encountered. The fistulous tracts and 
their surrounding edematous tissues were excised. 
The vagina, the colon and the bladder were then 
closed separately. The right ureter was obstructed 
by scar tissue near the bladder. The obstruction 
was excised, and the proximal ureter was reim- 
planted into the bladder. The postoperative 
course was uneventful. Unfortunately, the cath- 
eter was removed at the end of two weeks. The 
vesicovaginal fistula recurred immediately al- 
though it was much smaller than previously. She 
was able to control it much better. 


Since that time she has gained 40 pounds in 
weight, from 85 to 125 pounds. As the colostomy 
was prolapsing badly, it was closed in June 1953 
with good results except for frequent stools with 
tenesmus for a few months, followed by moderate 
chronic constipation. The function of the right 
kidney did not return; so nephrectomy was per- 
formed on the right side in April 1954 by the sur- 
gical resident, Dr. Charles H. Parent. She still has 
a small vesicovaginal fistula, but she shows no 
evidence of recurrent cancer. She still complains 
of pelvic pain, but it does not require opiates. She 
is now on the gynecologic service, and I under- 
stand plans are being made to excise the fistula 


again. 


Case 4.— Mr. J. M., a 61 year old white man, was 
referred by Dr. Walker Stamps and Dr. James L. Borland 
in December 1951 with a diagnosis of obstruction of the 
lower segment of the esophagus. Roentgenograms were 
suggestive of a malignant lesion, but esophagoscopy by 
Dr. Thomas M. Irwin failed to demonstrate the tumor. 
Approximately nine months previously the patient had 
suffered an attack of severe epigastric pain diagnosed 
acute gastritis. This was followed by persistent substern- 
al burning, discomfort in the left upper quadrant of the 
abdomen and epigastric fulness. He had experienced in- 
creasing difficulty in swallowing during the preceding four 
months and had been able to swallow only liquids during 
the three or four weeks before admission to the hospital. 
He had lost 10 pounds in weight during the last year, but 
reported no hematemesis or melena. 

The patient was a well developed white man showing 
evidence of chronic illness and recent loss in weight. He 
was apprehensive but cooperative. Physical examination 
disclosed no evidence of pathologic change. 

On examination of the blood, the hemoglobin was 14 
Gm. (86 per cent), red blood cells 4,300,000, white blood 
cells 10,350 with 58 per cent polymorphonuclear leuko- 
cytes, and serum protein 5.7 Gm. Urinalysis gave negative 
results. 

Abdominal exploration was performed on December 4. 
A large hard mass approximately 8 cm. in diameter occu- 
pied the cardiac end of the stomach. It was considered 
resectable; so the incision was extended into the thorax 
through the eighth intercostal space and the diaphragm. 
The neoplastic tissue extended submurally approximately 
3 cm. up the esophagus. Total gastrectomy, omentec- 
tomy and splenectomy and also esophagectomy involving 
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the lower portion were performed (fig. 4a). The duode- 
nal stump was closed, end to end Roux-Y esophagoje- 
junostomy and end to side jejunojejunostomy were com- 
pleted. The patient received 2,000 cc. of citrated blood 
while on the operating table. He was returned to his 
room in good condition. 





Fig. 4. Case 4.— (a) Operative specimen (after fixa- 
tion). Adenocarcinoma grade II of stomach with direct 
submucosal extension to the esophagus. (b) The patient, 
six months after total gastrectomy. 


Histologic examination revealed adenocarcinoma, grade 
II, of the stomach with direct extension into the sub- 
mucosa and muscularis of the esophagus, but without 
serosal or lymph node invasion. The upper end of the 
resected esophagus and the lower end of the resected duo- 
denum showed no evidence of tumor. 

The postoperative course was uneventful except for 
daily elevation of temperature, which was relieved after 
one week by oral Terramycin therapy, and thoracentesis 
on the left side with withdrawal of 750 cc. of serosan- 
guinous fluid. The patient was given albumin water by 
mouth on the fourth postoperative day and soft foods on 
the sixth day without ill effects. Roentgenograms on De- 
cember 11 demonstrated that the anastomosis was patent. 
He was discharged on the fifteenth postoperative day. 

The patient had two to four stools daily, his appetite 
was poor, and he continued to lose weight. Gradual im- 
provement soon followed, with appetite and strength much 
improved by February 1952. He attempted to return to 
work as a wholesale cookie salesman on March first, but 
he became too weak to continue. At this time, homolo- 
gous serum jaundice was present, but gradually improved 
with rest and diet. Pancreatin, 10 grains three times 
daily, improved the digestion. He took oral vitamins and 
intramuscular liver extract. He was able to return to 
limited work in April. In August he attempted to carry 
on his full work, which included much heavy lifting (fig. 
4b). Unable to do so, he became nervous and suffered 
from anorexia, nausea and occasional vomiting, constipa- 
tion and discomfort in the left upper portion of the ab- 
domen. He again lost weight, after having gained approx- 
imately 7 pounds. Roentgen re-examination, made by 
Dr. Floyd K. Hurt, demonstrated suggestive displacement 
of the loops of intestine in the left upper portion of the 
abdomen, thought to be due to a mass. Re-exploration 
was performed on September 3, with negative findings 
except for diffuse postoperative adhesions, which were 
causing no obstruction. 

Since that time the patient has worked regularly at 
his usual occupation with little difficulty. He becomes 
increasingly irritable as he ages. His appetite is good, he 
eats anything he desires in moderate amounts, and he has 
one or two formed stools daily. He has gained 17 pounds. 

Roentgenograms made March 27, 1954 gave no evi- 
dence of filling defects or obstruction. The barium meal 
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reached the lower part of the jejunum in one hour, and 
no abnormalities were noted. The red blood cell count 
was 5,150,000 with hemoglobin 15.6 Gm on that date. 

Only two and one-half years have passed since the 
first operation, but in view of the negative findings at 
operation in September 1952, and negative diagnostic find- 
ings since that time, the prognosis should be reasonably 
good. In any event, he has had two years of comfortable 
productive palliation. 

Case 5.— Miss J. D., a 46 year old spinster, was ad- 
mitted to St. Vincent’s Hospital on Nov. 20, 1953, on 
referral from Dr. Edward C. Watt, with the complaint 
of diarrhea, persistent for three months. The onset was 
gradual; the diarrhea was intermittent and varied in de- 
gree from 1 to 8 stools daily. She noticed spotting of 
blood on one occasion, but no tarry stools, nausea or 
vomiting, pain or loss of weight or appetite. Roentgen 
study in Alabama before admission established the pres- 
ence of obstruction in the rectosigmoid area. Proctoscopic 
examination revealed the tumor, which on biopsy proved 
to be an adenocarcinoma, grade II. 

There was a history of poliomyelitis at 9 years of age 
with residual weakness of the right arm and leg. The 
last menstrual period occurred four years previously, but 
there had been slight spotting recently. 

The father was living and well at 78 years of age, 
but had had “stomach ulcers,” as had one brother. An- 
other brother had cirrhosis of the liver. 

On examination of the blood, the hemoglobin was 12.2 
Gm., red blood cells 4,360,000, white blood cells 7,900 
with 54 per cent polymorphonuclear leukocytes, and total 
protein 7.1 Gm. 





Case 5.—(a) Operative specimen showing 
adenocarcinoma of rectosigmoid with direct extension to 
a segment of ileum and to left broad ligament. A second 
primary malignant lesion can be seen in the endocervical 
polyp which was adenocarcinoma grade I. (b) The same 
Specimen with the bowel opened, but without the uterus. 


Fig. 5. 


At operation on November 23, a large hard mass, 5 
by 4 by 5 cm. in size, was encountered in the rectosig- 
moid. The wall of the sigmoid was invaded by the tumor, 
and it was adherent to the terminal portion of the ileum 
and the left uterosacral ligament. The large lymph nodes 
present in the mesentery were not typical of metastatic 
nodes. A Miles abdominoperineal resection with total 
hysterectomy, bilateral salpingo-oophorectomy and resec- 
tion of an 8 inch ileal segment was performed (fig. 5, a 
and b). End to end anastomosis of the ileum was com- 
pleted. Because of the advanced nature of the tumor and 
the suspicious appearance of the lymph nodes, the dis- 
section was carried to the junction of the inferior mesen- 
teric artery with the aorta, and the entire left colon was 
removed. Considerable pelvic bleeding was encountered, 
and 2,500 cc. of citrated blood was given during the pro- 
cedure. The patient was returned to her room in fair 
condition. 
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Histologic examination confirmed the extension of the 
adenocarcinoma through the serosa. There was complete 
obstruction of the lumen of the rectosigmoid by the tu- 
mor. The ileum had become attached to it, and a fistula 
had formed between the two. This accounted for the his- 
tory of three months’ persistent diarrhea. A small polyp 
presented from the cervical os. Microscopic examination 
of it revealed adenocarcinoma, grade I, representing a 
second primary malignant tumor in this patient, a not 
uncommon finding in patients with cancer. 

After an uneventful postoperative course, the patient 
was discharged on the fourteenth day following the oper- 
ation. She is now re-employed as librarian for a large 
Southern university. Although involvement of the lymph 
nodes was not proved and a wide resection was carried 
out, she should be watched closely. She is a good candi- 
date for a “second look.” 


Discussion 

As the cases reported indicate, extensive sur- 
gery is limited in this discussion to that surgery 
involving more than one abdominal organ and 
neighboring tissues, or involving more than a usu- 
ally considered anatomic vascular segment of the 
gastrointestinal tract. Although this presentation 
is limited to those fields, I am a proponent of 
“adequate” anatomic surgery wherever surgery 
is indicated in malignant disease. Repeated sur- 
gery is defined as more than one operative pro- 
cedure in the treatment of cancer. It would in- 
clude the “second, third and multiple looks’ ad- 
vocated by Wangensteen!®-!! in the routine fol- 
low-up care of cancer patients. I have not rou- 
tinely followed that practice, but as I study the 
problem, I am of the opinion that until something 
better is offered, ‘multiple looks” may have defi- 
nite merit. Recently, I have advised follow-up 
laparotomies for this purpose in a few cases of 
gastric and colonic carcinoma with metastases to 
the lymph nodes. This is advised in the hope of 
discovering recurrence or metastases while they 
are still localized and minimal in extent so that 
removal is not difficult. The exact time for such 
follow-up operations is still debatable, but an arbi- 
trary period of four to nine months has been 
selected.12 Not all patients have the money or 
the psychologic outlook to undergo such proce- 
dures; so we surgeons should perform as exten- 
sive procedures as indicated on the “first look”’!* 
and hope that our results or some therapy of the 
future will gradually eliminate.the need for fur- 
ther “looks.” 

In this study of 100 laparotomies and thora- 
cotomies in adults for major disease of the gastro- 
intestinal tract excluding appendectomies, chole- 
cystectomies and benign pelvic surgery, 56 were 
for malignant disease in a total of 50 patients. It 
is noteworthy that 32 of these operations were ex- 
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tensive surgical procedures, 29 of which were for 
cancer. 

It is not within the scope of this paper to go 
into end results since the period of time in most 
of the cases in the present series is too short for 
the usual five year evaluation, but results in the 
early cases of the series left something to be de- 
sired. In consequence, the scope of surgical ex- 
cision was gradually extended. Of 31 operations 
performed for cancer from 1947 to 1951, 14 were 
wholly palliative because the lesion was thought 
to be inoperable, and 11 were extensive resections. 
Of 25 operations performed from 1952 to 1954, 
19 were extensive procedures, and only 3 were of 
a nondefinitive palliative nature, indicating earlier 
lesions and wider resections. In these 56 cases 
there were 4 deaths within 10 days after the op- 
eration, and 1 occurred within 31 days. Only 2 
of the deaths occurred in the last two and one- 
fourth years, the period during which most of the 
extensive surgery was performed. In 1 case ter- 
minating fatally 31 days after pancreatoduo- 
denectomy, death was caused by hemorrhagic pan- 
creatitis with repeated hemorrhages. The second 
case was one of esophagocardiectomy involving 
the lower two thirds of the esophagus, in which 
death ensued six hours postoperatively, apparent- 
ly of atelectasis of the left lung caused by a 
large mucous plug. This patient was operated on 
at another hospita!, and an inexperienced an- 
esthetist gave the anesthetic after we were un- 
able to get a more competent anesthesiologist. I 
learned after the operation had begun that it was 
the first time she had administered the anesthetic 
for a thoracic operation, and besides performing 
the surgery I had to give her numerous pointers on 
anesthesia. We worked with the patient constant- 
ly after completion of the operation, but to no 
avail. The other deaths occurring before 1952 
were the result of colonic resections, all extensive; 
2 were abdominoperineal and 1 a total colectomy. 
The latter could be attributed to inadequate prep- 
aration of the bowel, and 1 of the others to two 
team surgery, for which I no longer have enthu- 
siasm. I decided it was better to avoid ‘the rush.” 
The other was due to advanced carcinoma with 
perforation and abscess formation. Even though 
the procedure was performed in two stages with 
16 days separating them, the patient’s general 
condition remained poor, and infection continued. 
I should have waited longer before attempting 
the second stage. Valuable lessons have been 
learned from these and other patients. 











LI 


or 


‘ 


Ne ee 





. Froripa, M.A. 


DECEMBER, 1954 DAY: SURGERY FOR MALIGNANT DISEASE 463 


Conclusions 

Can it be denied that the patients in the 
cases presented here obtained real benefits from 
the surgical procedures employed? There has 
been definite prolongation of life, and the lives 
have been comfortable as well as useful. If these 
are extraordinary cases, they are not unlike sev- 
eral others in the series, though admittedly it is a 
small series. 

Not many years ago, few, if any, surgeons 
would have attempted secondary operation on 
these recurrent cancers. Certainly I would not 
have attempted it. Although the cases are few, 
they indicate the soundness of the principle of 
re-exploration in any case in which the patient 
experiences disabling symptoms, or there is even 
a confirmed diagnosis of recurrent cancer in which 
it cannot be proved that the cancer is no longer 
localized. 

There will be many of course who cannot be 
helped. But so long as we physicians do not deal 
in mass production, the life of any patient is im- 
portant to us. Some of those patients will be 
found to have no cancer, and they can be given 
a reasonable chance for cure by removal of the 
symptomatic pathology. Others will have resecta- 
ble lesions and can have the chance to live longer 
and gamble for what the future may bring. 

A few suggestions may be in order. There is 
nothing original about them, but they have proved 
of benefit to me. 

Esophageal surgery should be approached vig- 
orously with an attempt at possible ‘“‘cure” rather 
than “tongue in cheek,” half-hearted, palliative 
resections. Naturally there are times when all 
obvious tumor cannot be removed, but these be- 
come less frequent when the outlook is optimistic. 
Malignant lesions of the esophagus have proved 
as frequently operable as cancers of the lung in my 
limited experience. At least 5 cm. of tissue should 
be resected above and below the confines of the 
tumor, and obtaining a specimen of each end for 
biopsy is good practice if the least doubt exists as 
to the extent of the lesion. 

Adequate gastrectomy, be it the radical sub- 
total of Ochsner and Blalock!* or total, with re- 
section of adjoining organs and nodes which may 
be frequently involved, should be considered more 
often than it has in the past. Individual circum- 
stances must govern each case, not general rou- 
tines. In 4 out of 6 of the cases in the present 
series the transverse colon or its mesentery was 
involved, and had it not been removed, obvious 


cancer would have been left. Preoperative prep- 
arations for gastric cancer surgery should always 
include preparation of the colon in case it should 
be necessary to remove it. The duodenal stump 
and the esophagus have been found to be involved 
in a significant number of cases by direct exten- 
sion; therefore, wide resection is imperative. 

In surgery of the colon there always should 
be a wide anatomic dissection of the vessels at 
the main trunks, not simple wedge resection of 
the mesentery beneath the involved portion of 
the intestine. 

Rectosigmoid and anal cancers and those of 
the left colon should suggest ligation of the infe- 
rior mesenteric artery at its origin from the aorta, 
particularly if involvement of lymph nodes is sus- 
pected. McElwain, Bacon and Trimpi!* reported 
involved nodes in 60 per cent of 190 cases, and 
17.8 per cent of these were located at the origin 
of the inferior mesenteric artery. Sacrifice of ad- 
jacent structures should rarely if ever deter one 
from performing an adequate resection. 


Summary 

Optimism is urged for all surgeons perform- 
ing definitive cancer surgery. Let each patient be 
an individual problem, not a statistic. 

More frequent use of extensive surgical proce- 
dures for the treatment of cancer of the gastroin- 
testinal tract and related organs is advised. 

Reoperation in cases of cancer in which there 
are disabling symptoms or confirmed localized 
cancer is urged if distant spread of the disease 
cannot be proved. “Multiple looks” at asympto- 
matic intervals in patients with gastric and colonic 
malignant lesions with nodal metastases are dis- 
cussed. 

A study is reported in which analysis was 
made of 100 laparotomies and thoracotomies per- 
formed in adults for major disease of the gastro- 
intestinal tract. Of these, 56 were for cancer, and 
5 of the cases are described in detail to illustrate 
favorable results in cases which would have been 
considered hopeless a few years ago. Vigorous sur- 
gical attack on cancer of the gastrointestinal tract 
is the best weapon available at this time. The be- 
lief is expressed that the future will bring better 
weapons and surer cures. 

Cancer is being diagnosed earlier today than 
a few years ago, although still not early enough. 
This progress is evidenced by the decreasing num- 
ber of inoperable growths encountered in the past 
two years. 
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Discussion 

Dr. FrepericK J. Waas, Jacksonville: Dr. Day has 
given us a most excellent presentation on what might be 
termed massive surgery. As he mentioned, it has been my 
privilege to be with him in a number of these cases. In 
some of the specific instances I was a little hesitant pos- 
sibly, but in going along further in this type of surgery, 
he has convinced me, and I have been definitely con- 
vinced, that we are now facing what might be termed a 
new look in surgery. I think it is the progressive type of 
surgery, of which we are going to hear a great deal. In 
this era of wide resections in cancer surgery, the advent of 
antibiotics, effective anesthesia and the blood bank has 
given surgeons more confidence in performing extensive 
and definitive operations on patients suffering from can- 
cer. That effect has been definitely exemplified in one of 
the cases cited, in which the patient went into shock as 
nearly all such patients do, but we are so well prepared 
now to compete with shock that it really is not a factor 
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anymore. Shock was feared as a contraindication to sur- 
gical intervention, and local peritonitis was also consid- 
ered a reason for avoiding extensive procedures in some 
instances. The surgeon did as little as possible and hoped 
for the best. 

Development in surgical technic, in anesthesia and in 
the physician’s ability to control hypotension and infec- 
tion has resulted in reversal of the age-old policy of con- 
servative treatment in the surgery of malignant disease. 
Dr. Day mentioned that we must obtain definitely an 
optimistic philosophy, and I think it has been clearly 
exemplified in this presentation this morning. In instances 
of carcinoma of the uterus, a simple hysterectomy with 
removal of the adnexa is not sufficient. You should re- 
move all pelvic glands and all ascending glands, a pro- 
cedure now performed for this type of pathologic condi- 
tion, which is of course pelvic exenteration. If a com- 
plete operation is performed at the first sitting, however, 
then the important consideration in my opinion is that 
pelvic exenteration will not have to be carried out. Now 
when a tumor is likely to recur, complete wide resection 
later, a wider operation, is elected at an earlier stage de- 
spite knowledge that the patient may have to accept con- 
siderable deformity and disability. I think Dr. Day has 
touched on that. 

Total gastrectomy, normally reserved for more ad- 
vanced disease, is selected earlier in carcinoma of the 
stomach. The principle of the en bloc operation is ex- 
tended to cover not only the primary tumor but also the 
regional lymph nodes in carcinoma of the rectum and 
colon. When pathologic evidence indicates that the oper- 
ation can be considered complete only by wider resection 
as involved carcinoma surgery, more lymph nodes are to 
be removed. Whenever there is every reason to hope that 
there is only wide local infiltration without distant spread, 
the extent of surgical excision is pushed to the limit. The 
attack on recurrent disease should be planned. To quote 
Dr. George Crile Jr., it is the disease and not the opera- 
tion that causes death, and the first responsibility of the 
surgeon is to eradicate the disease. 

In conclusion, I would re-emphasize that if the com- 
plete procedure is carried out at the first sitting, it may 
not be necessary to take a second or third look, as em- 
phasized by Dr. Wangensteen. Do not perform an in- 
complete procedure and leave behind diseased tissue. Those 
of you who had the pleasure of hearing the presentation 
yesterday by Dr. Pack I am sure could not help but be 
impressed with the extent to which surgery has gone in 
the last few years. That the surgeon now can perform 
a total right hepatic lobectomy is, I think, a matter of 
great importance. I believe we are going to have to clas- 
sify that as a new look in surgery. 

Dr. Day, concluding: I appreciate Dr. Waas’ remarks. 
Again I should like to urge that we be ever on the watch 
for cancer, that we discover it early and that we treat it 
early and vigorously. 
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Vagotomy and Gastroenterostomy for Duodenal Ulcer 


CHESTER C. Guy, M.D. 
CHICAGO 


For many years a subtotal gastric resection 
for duodenal ulcer has been the operation of 
choice by the majority of surgeons. The proper 
technical details of this operation have been 
worked out by the trial and error method in 
thousands of patients. It has now been estab- 
lished that an adequate resection for the control 
of gastric acidity requires the removal of at least 
two thirds of the stomach. 

The percentage of satisfactory results follow- 
ing this operation differs rather widely in pub- 
lished statistics. Most of the American surgeons, 
with wide experience in this operation, report 
that their satisfactory long range results vary be- 
tween 85 and 95 per cent. Reports from other 
countries often indicate a much lower percentage. 
The immediate operative mortality from subtotal 
gastric resection in the hands of the experienced 
surgeon should be less than 2 per cent. It is, 
undoubtedly, at least twice this figure or 4 per 
cent the country over, if one bears in mind that 
subtotal resection as performed for duodenal ulcer 
is under discussion. 

My associates and I have had approximately 
90 per cent satisfactory results from this opera- 
tion. The immediate poor results or surgical fa- 
talities are usually the result of leakage of the 
duodenal stump. The hazard of resection of a 
chronic duodenal ulcer perforating into the head 
of the pancreas are such that many surgeons now, 
in such cases, prefer to leave the ulcer in situ 
and to close the duodenum or pyloric canal proxi- 
mal to the ulcer. Other surgeons have aban- 
doned resection in such cases in favor of vagot- 
omy and gastroenterostomy. 

During the early postoperative period, many 
patients, following resection, have been troubled 
with the so-called ‘dumping syndrome,’ and this 
is often extremely distressing and difficult to 
control although the symptoms generally disap- 
pear within a matter of three to six months. 


From the Illinois Central Hospital, Chicago, II. 
Read before the Florida Medical Association, Eightieth An- 
nual Meeting, Hollywood, April 27, 1954. 


Other late ill effects of subtotal resection for 
duodenal ulcer are several. One is the develop- 
ment of a gastrojejunal ulcer, the frequency of 
which appears to be in the neighborhood of 5 per 
cent. It is most prone to occur in those patients 
with a high preoperative acidity. Some surgeons 
now advocate the use of vagotomy together with 
subtotal resection in selected cases with high 
acidity. Frequent complaints after gastric resec- 
tion are the inability to eat a general diet and 
the failure to gain weight. These effects are ex- 
plained by the serious disturbance of the normal 
digestive processes due to the rapid passage of 
food through the jejunum. This interferes with 
the proper action of the digestive juices of the 
upper part of the intestinal tract on the food. 

Recent studies at the University of Illinois! 
indicate that the amount of fat lost in the stools 
after a two-thirds gastric resection is about twice 
the normal amount, but the protein loss is six 
times normal. The wider the resection the more 
likelihood of a cure of the ulcer problem but the 
greater the nutritional disturbance. Many pa- 
tients, after a resection, find that they are unable 
to follow a general diet, and a definite percent- 
age of them manifest a secondary anemia. 

Owren? of Norway estimated an anemia to 
be present in 25 to 50 per cent of his patients 
after gastrectomy and blamed this result on the 
lack of proper absorption of iron and vitamin 
B,, from the upper part of the intestinal tract. 
This and other objections to the conventional 
two-thirds resection for duodenal ulcer have stim- 
ulated surgeons and physiologists to restudies of 
this problem, and some* are now advocating a 
return to the old Billroth 1 procedure in which 
the stump of the stomach after subtotal resec- 
tion is anastomosed directly to the end of the 
duodenum. 


Vagotomy 
About 10 years ago, largely through the work 
of Dragstedt of the University of Chicago, inter- 
est was renewed in the use of vagotomy or resec- 
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tion of the vagus nerves in the treatment of pep- 
tic ulcer. This was not a new idea, as physiol- 
ogists had recognized for many years that the 
stimuli which passed through the vagus nerves 
were important factors in the production of gas- 
tric juice. It has now been demonstrated beyond 
question that sectioning of the vagus nerves re- 
sults in a decided decrease of the secretion of 
hydrochloric acid and also causes a decrease in 
the tone of the gastric musculature, resulting in 
atony of the stomach. The other major influ- 
ence in the secretion of hydrochloric acid lies in 
the antrum or lower fourth of the stomach. Many 
years ago Madlener showed that removal of the 
antrum of the stomach caused a decrease in gas- 
tric acidity and would permit the healing of cer- 
tain peptic ulcers. On the basis of these and 
many other observations on experimental animals, 
Dragstedt postulated that peptic ulcer is due en- 
tirely to a hypersecretion of gastric juice. The 
theory that there must be some local defect or 
devitalization of the mucosa of the stomach or 
duodenum can be abandoned. He further con- 
cluded that duodenal ulcer is due to a hyperse- 
cretion resulting from nervous stimulation through 
the vagus nerves, while gastric ulcer is due to a 
hormonal stimulus, the hormone being “gastrin” 
derived from the antrum of the stomach when it 
comes in contact with food. 


Vagotomy alone was performed on a large 
number of patients before it was realized that 
this operation must be complete and combined 
with gastroenterostomy to obtain satisfactory re- 
sults in the majority of patients. it has further 
been learned by the trial and error method that 
certain technical details in the performance of 
both the vagotomy and the gastroenterostomy 
must be followed. The American Gastro-En- 
terological Association has made a comprehensive 
survey of the results of various gastric operations 
in the treatment of duodenal ulcer. Some of 
their conclusions seem to be based on incomplete 
evidence, but one statement in their report de- 
serves comment. In the discussion of vagotomy 
and gastroenterostomy for duodenal ulcer, the 
report indicated that those surgeons who had 
used this operation in 50 or more patients re- 
ported definitely better results with it than did 
those surgeons who had used the operation in 
less than 50 patients. In our experience I am 
sure that we performed incomplete vagotomies 
in a considerable number of our early patients. 
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Anatomic studies indicate that in about 5 per 
cent of humans, one or both of the vagus nerves 
branch in the thoracic part of the esophagus and 
their filaments extend down in the musculature 
of the lower end of the esophagus in such a man- 
ner that the surgical section of all of these fila- 
ments is obviously impossible. It would seem, 
then, that complete vagotomy cannot be accom- 
plished in about 5 per cent of patients. Grimson 
and his co-workers’ have arrived at about the 
same conclusion on the basis of gastrometric 
studies. The identification at operation of the 
two major vagus nerves and accessory branches 
requires practice, and we found that cadaver dis- 
section was especially valuable to us in our early 
experiences with this operation. The vagus nerves 
and associated filaments, which may number 
from one to four, can seldom be identified by 
direct vision. They must be dissected out with 
the fingertips and identified by the sense of feel. 
We now completely denude the lower end of the 
esophagus of the surrounding fat and peritoneal 
tissues, trace the two major vagus nerves and any 
sizable filaments up into the mediastinum and 
excise segments of all of these nerves, segments 
which will vary from 2 1/2 to 10 cm. in length 
(1 to 4 inches). The upper ends of the nerves 
are cut off under traction, and the proximal ends 
retract upward out of sight in the mediastinum. 
The lower ends are dissected down the walls of 
the stomach and are ligated after cutting because 
of the frequency with which they are associated 
with small blood vessels at this level. In the 
complete uncovering of the esophagus sizable 
arteries and veins may be encountered and _ re- 
quire ligation. The adjacent spleen can be trau- 
matized by carelessness, and occasionally direct 
venus communications between the paraesopha- 
geal vessels and the hilus of the spleen can pro- 
duce troublesome bleeding. On two occasions 
we have had to perform splenectomy to control 
this bleeding, but no real difficulties with bleed- 
ing have been encountered in our last 150 cases. 


Gastrojejunostomy 


The performance of the gastrojejunostomy 
involves attention to certain details. Its func- 
tion is to permit adequate emptying of the 
stomach, particularly if there is already some 
obstruction of the duodenum by the ulcer. It 
also must be borne in mind that with the healing 
of the duodenal ulcer further scar tissue con- 
traction may occur and produce partial or even 
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complete pyloric obstruction. The new stoma 
must, therefore, be adequate in size and should 
admit easily two fingertips. If obstruction is 
already present or seems likely, the stoma should 
be made large enough to admit the tips of three 
fingers. If the stoma is too small, later con- 
traction of it may close it completely. If it is 
too large, a dumping syndrome may result. It is 
obvious that if it is going to drain properly, it 
must be located in the dependent part of the 
stomach, A high-lying gastrojejunostomy not on- 
ly does not allow proper emptying of the stomach, 
but it actually stimulates gastric secretion.> It 
should be located in the antral portion of the 
stomach with the distal end of the stoma within 
2 inches of the pylorus. Crile® recommended that 
the incision in the stomach be made parallel to 
the greater curvature. For several years we have 
been making the stomach incision somewhat 
diagonal extending from near the lesser curva- 
ture to the greater curvature and from the pa- 
tient’s right to left on the posterior wall of the 
stomach. We have favored the somewhat diagonal 
incision because it permits the distal portion of 
the jejunum then to extend downward and to the 
patient’s left. This procedure permits better 
emptying of the stomach with less likelihood of 
a regurgitation of gastric contents into the proxi- 
mal loop. The distal or efferent loop of the 
jejunum is always attached to the greater cur- 
vature end of the incision with a posterior gas- 
troenterostomy. We use two rows of 00 chromic 
catgut with one external row of interrupted fine 
cotton sutures. The cotton sutures are probably 
unnecessary, but they give the surgeon a further 
sense of security, and inasmuch as we have never 
had any trouble with them, we have continued 
their use. 

The length of the proximal loop between the 
ligament of Treitz and the attachment of the 
jejunum to the lesser curvature side of the stoma 
deserves comment. This should be reasonably 
short, preferably 3 to 5 cm. (1 to 2 inches), but 
the length must vary depending on several fac- 
tors which can only be learned by surgical ex- 
perience. Account must be taken of the size of 
the stomach, the distance of the greater curva- 
ture from the proximal portion of the jejunum. 
the location of the middle colic artery in the 
mesocolon and particularly the obesity of the 
mesocolon is such that a posterior gastrojejunos- 
tomy cannot be performed satisfactorily. These 


patients must then have an anterior gastroje- 
junostomy, and it is then necessary, as a rule, 
to resect a large portion of the omentum which 
is attached to the mid-transverse colon. If the 
small bowel is elevated over a large omental fat 
pad, it makes the proximal loop much too long. 
One should not pull the proximal portion of 
jejunum through an opening made in the omen- 
tum as there is too great a danger of constric- 
tion through this opening. 

The opening in the transverse mesocolon must 
be sufficiently large so that the edges of the 
opening can be readily sutured to the posterior 
gastric wall around the new stoma. If this open- 
ing is too small, particularly in obese patients, 
edema postoperatively may narrow it and con- 
strict the stoma in such a way that the stomach 
will not empty into the distal loop. Three of our 
patients had nonfunctioning gastroenterostomies, 
and 10 to 20 days following operation it was nec- 
essary to reoperate upon them. In all 3 cases we 
found that the stomach had contracted upward 
pulling the two loops of jejunum through an 
edematous, narrowed, constricting opening in the 
mesocolon, 

In the postoperative care following vagotomy 
and gastrojejunostomy it is important to keep 
the stomach completely decompressed for a period 
of 48 to 72 hours. In some patients reinsertion 
of the Levin tube is necessary for an additional 
few days. For the first week after the removal 
of the tube the feedings must be small in amount 
and cautiously given, starting with 1 ounce an 
hour of clear liquids on the first day after the 
removal of the tube. Within five days these pa- 
tients can be given five small feedings a day. 
Meat is added in three weeks, and within two 
months most of them are on a completely general 
diet. During the first two months they are 
urged to be content with small portions taken 
frequently. We have had a number of patients 
who have gotten into difficulties because their 
freedom from pain has been so gratifying that 
they have overindulged with large meals and have 
suffered a gastric distention. 

In discussing the relative merits of vagotomy 
with gastroenterostomy and gastric resection, it 
should be borne in mind that one should consider 
various factors in comparing two series of cases. 
These factors include the emotional status of the 
patient, the duration and character of the symp- 
toms, the history of complications, such as per- 
forations, hemorrhage and obstruction, the tech- 








nic of the operation performed, the experience 
of the surgeon in performing it, the length of 
the postoperative observation and perhaps more 
than anything else, the testimony of the patient 
himself. Follow-up studies of night secretions 
and gastric acidity, roentgen findings, response 
to insulin and histamine tests, et cetera, are all 
of scientific interest, and help in analyzing fail- 
ures following any gastric operation. Regardless 
of what such tests may show, if the patient him- 
self is satisfied with his operative result, the 
operation has been a good one. 


Table 1.— Vagotomy and Gastroenterostomy 
for Duodenal Ulcer 
253 patients followed 6 months to 6 years 
Results 


Number of Per 
Patients Cent 


Excellent 178 70.5 91 per cent 
Good 52 20.5 satisfactory 
Fair 14 5.4 9 per cent 
Poor 9 3.6 unsatisfactory 


Analysis of Cases 

We have now performed 269 vagotomies and 
gastroenterostomies for patients with duodenal 
ulcers and have followed 253 or 94 per cent of 
them (table 1) over a period of from six months 
to six years. Two hundred and thirty, or 91 per 
cent, reported their results to be satisfactory, 
either excellent or good; 23, or 9 per cent, re- 
ported unsatisfactory results which were either 
fair or poor. About 80 per cent of these patients 
are contributors to the Illinois Central Hospital 
Department and they can return to the hospital 
for further study at no additional expense to 
themselves, if they are not satisfied with their 
progress. As a result, our patients with bad re- 
sults do return in the great majority of cases, and 
we can personally study them. Many of the oth- 
ers have been seen at the hospital for other 
conditions since their operation for ulcers. Those 
who have not returned have been contacted by 
questionnaire. The testimony of the majority of 
these patients is almost euphoric, and to a large 
extent they constitute the most satisfied group 
of patients that we have encountered after any 
operation for any disorder. Most of them are 
able to eat a completely general diet, are satis- 
fied with their weight, and anemia is not a prob- 
lem. Their enthusiasm for this operation is not 
matched by the reports of those on whom we 
have performed subtotal resections. 
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In this series of 269 cases there have been 3 
postoperative deaths, all studied at autopsy. One 
patient died of coronary thrombosis 48 hours aft- 
er operation. Enterocolitis has been a trouble- 
some problem in a few postoperative cases in re- 
cent years, and 1 death from this cause occurred 
12 days after operation. ACTH gives promise 
of being most valuable if used early in the cases 
in which a severe diarrhea develops following any 
abdominal operation. One patient died of alka- 
losis and uremia 14 days postoperatively. The 
major postoperative complications (table 2) in- 
cluded some degree of wound disruption in 4 
cases, and resuture was necessary in 2 of these. 
In 3 there was pneumonia postoperatively. Prev- 
iously mentioned were 3 cases requiring reopera- 
tion for stomal obstructions. In 2 there devel- 
oped rather severe thrombophlebitis, but there 
were no cases of pulmonary embolism. In the 
first year of our experience with this operation, 
there was | case in which pneumothorax occurred 
due to the accidental puncture of the left pleura 
in performing a vagotomy. In 2 cases significant 
wound infection developed, but healing followed 
without draining sinuses. These 15 cases with 
major postoperative complications constitute 5.6 
per cent of the total after exclusion of the 3 cases 
in which death ensued. 


Table 2.— Vagotomy and Gastroenterostomy 
for Duodenal Ulcer 


Major Postoperative Complications — 269 Cases 


Wound disruption 4 
Pneumonia 3 
Pneumothorax 1 


Stomal obstructions 

requiring reoperation 3 
Thrombophlebitis Y 
Wound infection 2 


Total 15 5.6 per cent 


In a previous report made on this subject 
about one year ago, at which time we analyzed 
168 cases (table 3), we compiled the data on the 
type of results in the patients followed depend- 
ing on the duration of the follow-up. From these 
data we concluded that if the patient had a good 
result within the first six months after operation, 
he could expect to have a good result after four 
years. Analysis of postoperative gastric acidity 
gives some clue as to the result that may be 
expected. The patients with poor end results 
generally showed a higher postoperative acidity 
than did the ones with good results. This would 
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Table 3.— Results by Years 0 


Satisfactory Unsatisfactory 


Period Number of Per Per 

Patients Number Cent Number Cent 
6 months - 2 years 83 75 90.4 8 9.6 
2-3 years 47 43 91.5 4 8.5 
3-4 years 18 17 94.4 1 5.6 
4 years and over 20 18 90.0 2 10.0 
Totals 168 153 91.1 15 8.9 


indicate that the poor results were to some extent, 
at least, due to incomplete vagotomy. 


In cataloging the results the word “excellent” 
is used to mean that the patient is essentially 
normal in gastrointestinal function, has no pain, 
eats a general diet, requires no medication and is 
completely satisfied with the operation. A “good” 
result means a satisfied patient, free of pain and 
requiring no treatment, but complaining occasion- 
ally of some diarrhea, bloating, gas, or inability 
to eat certain foods. A “fair” result means that 
relief of pain had been achieved, but definite 
limitations in diet are necessary. In this group 
have been placed those patients who have some 
distressing diarrhea, have had black stools at least 
once or have required medication at times. Some 
of these patients consider the result of their oper- 
ation as satisfactory because of the relief of pain. 
The “poor” results are those observed in patients 
who have shown no improvement or manifest 
other symptoms that are disabling and who are 
unhappy with the result. A thorough postopera- 
tive study of the patient may obtain information 
that is not forthcoming in a questionnaire and 
may show that the result is not as good as the 
patient thought it to be. We have found the 
opposite also to be true, and later studies on 
several patients have revealed other pathologic 
processes, such as cholecystitis or diverticulitis 
of the colon, to be the explanation of symptoms 
ascribed by the patient to a poor result of the 
operation for ulcer. 


Among the cases with unsatisfactory results 
(table 4) there were 7 in which stomal ulcer was 
suspected, because of a history of pain and epi- 
sodes of black stools. All of these 7 were studied 
by roentgen examination or gastroscopy or both, 
and a stomal ulcer was proved in only | case. 
There were 3 cases in which the patient com- 
plained of diarrhea lasting over six months. In 
about 15 per cent of the cases there is a ten- 
dency to loose stools for the first three months, 
but this can usually be readily controlled by diet. 
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Our worst results were in cases in which the pa- 
tient was emotionally unstable and a diagnosis 
of psychoneurosis was justified. We all recognize 
that many patients of this type will not do well 
with any operation. We have been impressed by 
the fact that the evidence of ulcer in some of 
these neurotic patients is highly questionable and 
we have ceased to recommend surgery for them 
unless they have clearcut evidence of a chronic 
duodenal ulcer which is resistant to adequate 
medical management. On eight occasions we have 
found at operation that there was little or no 
scarring, induration or deformity of the duodenum 
and that we could not definitely state that an 
ulcer was present. Some of these patients have 
done well following vagotomy and gastroenteros- 
tomy, but 3, or 37.5 per cent, have not. 


Table 4.—Summary: Vagotomy and 
Gastroenterostomy for Duodenal Ulcer 


269 operations, 253 patients, or 94 per cent, followed 
230, or 91 per cent, satisfactory (excellent or good) 
23, or 9 per cent, unsatisfactory (fair or poor) 


Number Per Cent 
Deaths 3 1.1 
Postoperative complications 15 5.6 
Disabling late diarrhea 3 1.2 
Bleeding (stomal ulcer ?) 7 2.7 
No ulcer found at operation 8 3.0 


(Poor result in 3, or 37.5 per cent) 


During recent years at the Illinois Central 
Hospital, from 15 to 20 per cent of the patients 
treated by the Medical Service for duodenal ulcer 
have been referred for surgical treatment (table 
5). More than one indication for operation ex- 
isted in many of these patients. Approximately 
65 per cent had pain as a prime indication while 
24 per cent stated that they had had at least one 
episode of bleeding. Eleven per cent showed clin- 
ical and roentgen evidence of pyloric obstruction. 
The duration of symptoms was more than three 
years in 72 per cent of our cases, and in 12 per 
cent there had been surgical closure of at least 
one perforation in the past. 


Table 5.— Indications for Surgery 
in Duodenal Ulcer 
(15 to 20 Per Cent of All Patients) 


Per Cent 
Pain 65 
Bleeding 24 
Obstruction 11 
Symptoms over 3 years 72 


Perforation 12 


As our observation of these patients has ex- 
tended over recent years, we have become more 
and more satisfied with vagotomy and gastro- 
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enterostomy in the treatment of duodenal ulcer. 
This operation takes less time to perform than 
resection, and carries a lower morbidity and mor- 
tality. In the last three years we have performed 
gastric resection for duodenal ulcer only in those 
patients who are operated on as emergencies and 
because of severe active bleeding. A history of 
past bleeding is no contraindication to vagotomy 
and gastroenterostomy. We believe that vagotomy 
and gastroenterostomy have been discredited by 
some authors for unsound reasons. Some have 
admitted that they use this operation only in 
cases in which they are not satisfied that an 
ulcer actually exists and in which they do not 
feel justified in removing two thirds of a pa- 
tient’s stomach in the absence of definite evidence 
of ulcer. Others have stated that they reserve 
vagotomy and gastroenterostomy for the patient 
who is a poor risk. One surgeon, who prefers 
gastric resection, stated that he uses vagotomy 
and gastroenterostomy for duodenal ulcer in 
highly nervous middle-aged men with large ulcers. 
We would like to repeat that the only fair way 
to assess the relative values of these two opera- 
tions is to perform them on comparable series of 
patients. 


Summary 


In summary, 269 patients were subjected to 
vagotomy and gastroenterostomy for duodenal 
ulcer, and the great majority of them were fol- 
lowed for from six months to six years. The re- 
sults were satisfactory in 91 per cent and unsatis- 
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factory in 9 per cent. In only two instances did 
we recommend reoperation because of evidence 
of a stomal ulcer, and operation was refused in 
both cases. One advantage of vagotomy and gas- 
troenterostomy is that if it proves a failure, a 
later resection is still a possibility. We have out- 
lined the technical details to be observed in this 
operation as we have learned them from our own 
experience, and have discussed the major compli- 
cations which we have seen. 

In conclusion, I should like to repeat the 
statement that we made in a previous article” 
that vagotomy with gastroenterostomy will give 
as good end results as subtotal resection in com- 
parable cases of duodenal ulcers. This operation 
has the further advantages of requiring less time 
to perform, carrying a lower surgical mortality, 
and not showing as high a percentage of late 
complications such as malnutrition and anemia. 
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Treatment of Dendritic Ulcer of 


The Cornea With Topical Ether 


Curtis D. BENTON Jr., M.D. 
FORT LAUDERDALE 


The herpetic infiltration of the cornea known 
as dendritic ulcer is usually regarded as a fairly 
serious eye condition that requires from one to 
several weeks to heal and often leaves a perma- 
nent opacity. 


The majority of ophthalmologists and the 
authors of standard textbooks on ocular therapy 
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do not seem to have been completely satisfied 
with any of the various treatments used for den- 
dritic ulcer. Each new chemotherapeutic drug 
and antibiotic agent since sulfanilamide has been 
tried and discarded in favor of the next newer 
discovery. In 1948, an English author, Hughes,? 
reported 16 cases treated with daily applications 
of a sulfonamide solution and ointment. He ob- 
tained “good results’ in 6 cases, “fair” in 6 
others, and “poor” in the remaining 4. 
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Zeller and O’Conner,? in 1950, treated 7 cases 
of dendritic keratitis with Aureomycin solution, 
and in all the ulcers were healed in four to 21 
days. There was no mention of scarring or the 
final visual acuity. 

Other methods of recommended therapy in- 
clude application of iodine solution, instillation of 
quinine bisulfate ointment and treatment with 
roentgen rays.* 

An experimental study on rabbit corneas in- 
fected by the herpes virus showed that neo- 
mycin, Aureomycin, orange dye, Terramycin, 
chloramphenicol and cortisone were of no value 
in arresting the disease process.* 

In 1941, Kronenberg® reported a new and 
simple method of treating dendritic keratitis and 
claimed remarkable results. He used anesthetic 
ether applied to the lesion with a small cotton- 
tipped applicator. In his first 8 cases the lesion 
healed after one to 10 applications. Again in 1950 
he reported 12 additional cases of his own and 8 
cases treated by a resident ophthalmologist under 
his direction.6 All these ulcers healed in one to 
six days (average 2.2 days) with only one to 
three applications (average 1.5). This method 
of using ether for the treatment of dendritic 
ulcers certainly appeared to excel any other known 
therapy, but apparently ophthalmologists have 
been slow to adopt it as the treatment of choice 
for this condition. 

During the past eight years I have used the 
anesthetic ether cautery for treatment of dendritic 
ulcer of the cornea in all the cases that have 
come under my care, and I have modified Kron- 
enberg’s original method to a certain extent. 
I have never found it necessary to apply ether 
more than one time to initiate complete healing 
in every case. 


Method 

After the diagnosis of dendritic ulcer of the 
cornea has been made by fluorescein staining and 
slit lamp examination, the cornea is anesthetized 
with 0.5 per cent solution of Pontocaine applied 
topically. A tightly wound cotton-tipped tooth- 
pick is dipped into ether and immediately ap- 
plied to the affected area of the cornea. The 
epithelium of the entire distribution of the lesion 
plus a generous margin is rubbed free from 
Bowman’s membrane and removed. The appli- 
cator may have to be moistened two or three 
times to complete the procedure. One should 
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not hesitate to remove the epithelium all the 
way to the limbus if necessary. One can judge 
the amount of epithelium that must be removed 
by continuing the removal as long as the tissue 
separates readily. The procedure may be stopped 
when the point is reached at which the epithe- 
lium rubs off with considerable reluctance. A 
final firm scrubbing is given to the denuded area. 
It should be emphasized at this point that the 
ophthalmologist should not err on the side of 
conservatism, but should be certain to remove an 
adequate amount of epithelium. 


A drop of a 4 per cent solution of homatropine 
and an antibiotic ointment of the ophthalmolo- 
gist’s choice are instilled into the conjunctival 
sac and an eye pad applied. I permit the pa- 
tient to use Pontocaine ophthalmic ointment as 
needed until the epithelial surface has regener- 
ated, and I have not found that it significantly re- 
tards healing. The eye is dressed daily until the 
epithelial defect heals and does not stain with 
fluorescein. 


Results 


The most recent 12 cases are here reviewed. 
The characteristics of the corneal lesions are 
shown in figure 1. All healed in one to three days 
following only one ether cautery treatment. Three 
patients had faint scarring of the cornea im- 
mediately after healing was completed, but the 
corneas became clear after a few weeks. These 
3 patients had had ulceration for three to seven 
days before seeking treatment. Two other patients 
had some permanent scarring of the cornea, but 
both had had previous attacks of dendritic ulcer 
and probably had the opacities before the pres- 
ent attack. During this period 1 patient seen by 
me in consultation was being treated with Aureo- 
mycin ophthalmic ointment. His ulcer required 
14 days to heal, but left no scar. This 1 case 
illustrates the great shortening of the disability 
period when ether cautery is used in preference to 
antibiotic therapy. 


One patient had a recurrence of dendritic 
keratitis four months after treatment with ether. 
This patient had also had one previous attack. 
She was treated elsewhere for the third ulcer. 
Various antibiotics and cortisone were used. 
Iodine cautery was employed several times, but 
the lesion failed to respond and progressed into 
a severe iritis with subsequent blindness. 
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Fig. 1.— Dendritic Ulcers of the Cornea. 
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Discussion 


The mechanism of action of ether in curing 
dendritic ulcer of the cornea is not well under- 
stood. I believe it works in two ways. First, 
the herpes virus is mechanically removed from 
the cornea along with the epithelium in which it 
resides. Secondly, the ether probably dissolves 
the lipids of the corneal surface and destroys the 
virus it thus readily reaches. 

The advantages of the ether cautery method 
are: 

1. It brings about more rapid healing than 

any other type of treatment. 
It is simple to perform. 

3. The patient experiences no pain. 

The patient need not be hospitalized, con- 
fined to bed or, in most cases, even pre- 
vented from continuing his present occu- 
pation during the treatment and healing 
period. 

5. No scarring of the cornea is attributable 

to the cautery such as sometimes occurs 
with iodine. 
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The only disadvantage I have ever encount- 
ered is the difficulty of carrying out a thorough 
corneal scrubbing on children with dendritic ulcer. 


Summary 

The treatment of dendritic ulcer of the cornea 
with topically applied ether is described. Re- 
sults in 12 cases are presented. All lesions healed 
in one to three days after only one treatment. 
The advantages and the one disadvantage are 
discussed. It is concluded that the ether treat- 
ment of dendritic ulcer of the cornea far sur- 
passes any other type of therapy and promises 
great satisfaction to any ophthalmologist who 
uses this procedure as herein described. 
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L Electrocardiographic Changes in the 


Intermediate Coronary Syndrome 


SIDNEY Davipson, M.D. 
AND 
LEONARD W. AppLeBy, M.D. 


LAKE WORTH 


The correct diagnosis of coronary artery dis- 
ease and the proper evaluation of patients with 
this disease constitute an old but nevertheless 
ever new problem. Acute pain, due to myocardial 
ischemia, is one of the most important symptoms 
that the clinician encounters. On one hand, there 
is the patient with acute coronary pain who has 
simple angina. The characteristic clinical picture 
is all too common. There is the transient pain 
in the chest brought on by exertion and anxiety, 
which is of brief duration and is usually relieved 
by nitroglycerin. If electrocardiograms are taken 
during the pain, temporary RS-T and T wave 
changes may be seen. On the other hand, there 
is the picture of acute myocardial infarction. The 
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variations in the clinical picture, the variations in 
the electrocardiographic pattern, and the usual 
picture of fever and leukocytosis are all too well 
known. 


In between these two extremes of angina and 
myocardial infarction, there is a clinical picture 
which is something more than angina and some- 
thing less than myocardial infarction. Its proper 
place in the over-all picture of coronary artery 
disease has been a subject of much discussion. It 
has been called various names, among them acute 
coronary insufficiency,’:2 coronary failure,? and 
atypical myocardial infarction. We prefer to use 
the term first suggested by Graybiel,4:> namely, 
the intermediate coronary syndrome, for reasons 
which have been adequately discussed by him. 
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It is difficult to estimate the incidence of 
these attacks which, though more severe than 
angina pectoris, yet fall short of infarction. Some 
clinicians, like ourselves, think they see a great 
many cases of this intermediate coronary syn- 
drome; others say that it is rarely seen. Littman 
and Barr,® who called this particular syndrome 
acute coronary artery insufficiency, noted that of 
all their patients with acute coronary artery dis- 
ease, almost 30 per cent had atypical and less 
extensive myocardial injury than those with acute 
definite infarcts. Master and Jaffe? reported that 
of a group of 570 patients with acute coronary epi- 
sodes, in 200, or 36 per cent, the disease was 
diagnosed as acute coronary insufficiency, and in 
the remaining 370 as acute myocardial infarction. 

The following 2 cases are presented as typical 
examples of intermediate coronary syndrome. 


Report of Cases 


Case 1.— J. J., a 58 year old white man, on Feb. 16, 
1951, complained of substernal pain radiating to both 
shoulders. The pain was severe, was accompanied by 
shortness of breath, and lasted approximately three to 
four hours. When examined, he was having no pain. 
An electrocardiogram showed evidence of recent myocar- 
dial damage, and he was hospitalized. The course in the 
hospital was completely uneventful; the pain did not 
recur, and he was comfortable. At no time was there 
fever or leukocytosis. The blood pressure and pulse rate 
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always remained within normal limits. An electrocardio- 
gram taken on February 16 showed diphasic to sym- 
metrically inverted T waves in lead I and isoelectric T 
waves in V5 and V6 (fig. 1). An electrocardiogram on 
February 19 showed some improvement. The T wave in 
lead I became upright; the T wave in V5 was more 
nearly upright; the T wave in V6 was still isoelectric. By 
February 21, there was an essentially normal electro- 
cardiogram. The T wave which was originally inverted 
in lead I was now upright; the T waves over the leit 
side of the precordium were now upright. He was dis- 
charged on February 21, five days after admission, com- 
pietely asymptomatic. 


It will be noted that although the pain was 
severe and lasted three to four hours in this case, 
there was complete electrocardiographic and clini- 
cal reversal in five days. The next case presented 
is one in which there was complete clinical and 
electrocardiographic reversal by the end of six 
weeks. 


Case 2.—H. C., aged 54, had experienced pain in 
the chest on exertion, which was relieved by nitroglycerin, 
for approximately one year. The pain was substernal, 
sharp, and characteristically anginal. Physical examina- 
tion on Feb. 21, 1953, revealed no significant abnormali- 
ties. The blood pressure was within normal limits. An 
electrocardiogram on March 26 gave no evidence of siz- 
nificant abnormalities (fig. 2). In the early morning of 
April 20 he again complained of severe substernal pain, 
which was similar in nature to that previously experi- 
enced, but was much more severe and shocking. The 
blood pressure and pulse were good. He was given seda- 
tion and hospitalized. By the next morning, the pain had 
gone. The course for three weeks in the hospital and 
three weeks at home was completely uneventful (fig. 2). 
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An electrocardiogram, taken the day after the pain 
was experienced on April 20, showed pronounced T wave 
changes, with inversion and flattening of the T waves in 
all the standard leads; there was slight depression of the 
ST segments over the right side of the heart in leads V2 
to V4, with diphasic T waves to be seen in V5, V6, and 
AVF. Further progression with deeper inversion of the 
T waves in the standard leads and in the precordial leads 
was demonstrated in subsequent tracings on April 24. By 
May 4 some of the changes were diminished. The slight 
ST depression in V2, V3, and V4 was gone. The T waves 
in the standard leads were less inverted than they had 
been. This change was also true of the T waves in V5, 
V6, and AVF. By May 16, less than four weeks after 
the onset of the episode, there was further regression, but 
there was still inversion of the T waves in leads I and II, 
although the T wave in lead III was becoming upright. 
Two weeks later, on May 30, there was complete re- 
versal to normal, with the T waves upright in all the 
standard leads and in all the precordial leads. 
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was classic electrocardiographic evidence of myo- 
cardial infarction, which usually included char- 
acteristic QRS changes. When QRS changes 
were not present, however, the T wave changes 
were always extensive and prolonged, and in all 
cases the evidences of myocardial damage were 
still extensive and definite after six weeks. In 
many cases, fever and leukocytosis were present. 
In the cases classified as intermediate coronary 
syndrome were included those in which there was 
definite thoracic pain of the type associated with 
coronary artery disease; it was usually more se- 
vere than that of angina and less severe than that 
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Figure 2. 


Analysis of Cases 

In our series of 76 cases in which the patients 
were hospitalized for acute coronary pain with 
resultant electrocardiographic abnormalities, 19, 
or 25 per cent, were classified by us as cases of 
intermediate coronary syndrome; the remainder 
were cases of acute myocardial infarction. This 
is the same order of magnitude as the 30 per 
cent reported by Littmann and Barr® and the 
36 per cent reported by Master and Jaffe.” In 
the cases classified as coronary occlusion, there 


of myocardial infarction. The electrocardiographic 
changes observed never involved the QRS com- 
plexes, but always involved the ST segments and 
T waves. These changes were always completely 
reversed in six weeks. More often than not, 
they were reversed in far less time. In none of 
these cases was there fever or leukocytosis. 

In tabulating the electrocardiographic changes 
in our 19 cases, the following significant factors 
were noted: In no case was there significant 
elevation of the ST segment. In only 3 of the 





19 cases was there significant depression of the 
ST segment. In 11 cases there was symmetric T 
wave inversion; in 3 cases, asymmetric T wave 
inversion. In 9 cases, diphasic T waves appeared, 
and in 9 cases there was a change from the up- 
right to low and isoelectric T waves, which later 
became upright again. The time of reversion to 
normal was interesting. Of the 19 cases, in 14 
there was reversion to normal within seven days, 
in most of them within five days. Reversion to 
normal occurred in 10 days in 1 case, in 11 days 
in 1 case, and in 3 it required six weeks. 


Discussion 


Of considerable surprise to us in our review of 
our tracings was the relative incidence of the 
various changes seen in this syndrome. We had 
expected to see ST depression as a predominant 
electrocardiographic feature. It is so cited by sev- 
eral authors.?: * In only 3 cases of our series, how- 
ever, was ST depression observed, and in none of 
these cases was it pronounced. The major changes 
noted were inversion of the T waves and the ap- 
pearance of diphasic T waves, which later became 
upright. Why more ST changes were not demon- 
strated is unknown. 


In view of the number of cases of this syn- 
drome which we have encountered, we have at- 
tempted to come to some conclusions as to the 
meaning of these electrocardiographic changes in 
terms of pathologic physiology. It is probable 
that in many of these cases there is definite myo- 
cardial damage of the type reported by Horn, 
Field, Dack and Master® in their studies of the 
pathologic and physioiogic aspects of acute coro- 
nary insufficiency. They reported a type of 
myocardial necrosis, which was limited in great 
part to the subendocardial musculature and to the 
papillary muscles of the left ventricle. These 
workers suggested that these lesions were char- 
acteristic of acute coronary insufficiency and rep- 
resented myocardial alterations resulting from the 
discrepancy between the requirements of the 
myocardium and its available blood supply. Al- 
though there is a transient and -reversible insuf- 
ficiency of the coronary blood flow, the deleteri- 
ous effects upon the myocardium may be perma- 
nent. In their series of 25 cases, the pathologic 
lesions of the myocardium, when grossly visible, 
generally consisted of isolated disseminated hem- 
orrhagic or mottled yellow-gray or greenish dis- 
colored areas. The myocardial foci varied in size 





Votume XLI 
476 DAVIDSON AND APPLEBY: INTERMEDIATE CORONARY SYNDROME Nomen 6 


from discrete pinhead rather well delineated areas 
to wider and more irregularly bordered flame- 
shaped areas. Although the subendocardial mus- 
culature was predominantly involved, there was 
often a normal thin strip of muscle interposed be- 
tween the endocardium and the affected portion. 
The extent and severity of the myocardial altera- 
tions appeared to vary with the duration and 
intensity of the predisposing precipitating factors 
which cause coronary insufficiency. 


Although in some of our cases, especially those 
in which the electrocardiographic changes were of 
longer duration, there may have been myocardial 
necrosis of the type mentioned, there is some ex- 
perimental evidence for the belief that in a num- 
ber of these cases no myocardial damage may 
have resulted. This was most probable in those 
cases in which the electrocardiographic cha:ges 
were not prolonged. 


It has been shown that the cause of pain in 
coronary artery disease is myocardial ischemia. 
Gilson and Day® had 5 cases in which acute 
myocardial infarction was preceded by an ische- 
mia phase, which could be determined clinical- 
ly. They noted that the pain wis maximal during 
the ischemia phase before the definite electro- 
cardiographic evidence of infarction took place, 
and that the pain vanished after the infarction. 
We know also, from experimental work done by 
Bayley, LaDue and York,!® that electrocardio- 
graphic evidence of myocardial ischemia can be 
produced experimentally in some circumstances 
by temporary occlusion of a coronary artery with- 
out any corresponding pathologic change. Blum- 
gart, Gilligan and Schlesinger!! noted that oc- 
clusion of a coronary. artery in dogs for periods 
of five to 45 minutes might cause electrocardio- 
graphic changes which persisted for days to weeks. 
In these experimental animals they demonstrated 
no close relationship between the degree of elec- 
trocardiographic change and the magnitude of the 
myocardial lesion. The occurrence of these elec- 
trocardiographic changes could be related neither 
to the duration of the occlusion as produced in 
these experiments nor to the presence or the ab- 
sence of infarction. Although 8 of 10 animals in 
which myocardial lesions developed showed elec- 
trocardiographic changes, 4 of the 8 dogs whose 
hearts were free from pathologic change showed 
similar electrocardiographic abnormalties. It is 
important in this connection to note that all the 
animals in which the occlusion was produced 
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showed changes in T waves and ST segments. 
Some of the dogs with definite electrocardio- 
graphic evidence of myocardial ischemia for as 
long as four or five days showed no evidence of 
myocardial damage, either macroscopically or 
microscopically. 

In view of these findings, it is our belief that 
in some of these cases of intermediate coronary 
syndrome — that is, when there is pain of longer 
duration than one expects in angina, and when 
there are definite electrocardiographic changes 
which persist for no longer than one week and 
are not characteristic of myocardial infarction —- 
it is possible that there are no definite changes in 
the myocardium, either in the subendocardium or 
elsewhere. In those cases, however, in which 
changes persist for more than one week, although 
not more than six weeks, it is highly probable that 
here there is definite myocardial damage, which 
is probably most commonly localized in the en- 
docardium, as Horn and his co-workers* have 
shown 

A possible explanation for the persistent elec- 
trocardiographic changes without definite myo- 
cardial necrosis may be found in the work of Iseri 
and his co-workers.!2 They investigated the wa- 
ter and electrolyte content of myocardial and 
skeletal muscle obtained at autopsy in patients 
dying of acute myocardial infarction. They noted 
that in patients with recent myocardial infarction 
the infarcted myocardium showed a decided but 
proportionate increase in sodium chloride, and 
that there was a great reduction of potassium, 
magnesium and phosphorus, reflecting primarily 
losses from the injured myocardium. In the non- 
infarcted myocardium in these hearts, the five 
electrolytes gave values intermediate between the 
values obtained from infarcted segments and from 
normal controls. They suggested that it is possi- 
ble that acute ischemia without necrosis could have 
been responsible for the chemical changes in areas 
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beyond the gross infarct. In view of the known 
ability of electrolyte disturbances to cause elec- 
trocardiographic changes, especially of the nature 
usually present in acute ischemia, there is a goocl 
probability that the electrocardiographic changes 
seen in ischemia are mediated through electrolyte 


disturbances. 


Summary 


intermediate coronary syn- 


The incidence of 
drome in a series of cases of acut2? coronary artery 
disease pain with positive electrocardiographic 
findings is reported. The characteristics of the 
electrocardiographic changes observed in these 
cases are presented. The possible correlation be- 
tween the electrocardiographic and the pathologic 
changes is discussed. 
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medical journals to Box 1018, Jacksonville, for abstracting and publication in The 
Journal. If you have no extra reprints, please lend us your copy of the journal 


The Journal of the American Medical Association is limiting its Current Medi- 
cal Literature section. Thus, our main source of information on articles written 


by our members has been greatly curtailed. 








A New Rapid Method for Stomach-Can- 
cer Diagnosis: The Gastric Brush. By J. 
Ernest Ayre, M.D., and Benjamin G. Oren, M.D. 
Cancer 6:1177-1180 (Nov.) 1953. 


Apparently, the low calcium content of malig- 
nant cells is responsible for the tendency of malig- 
nant epithelial cells to separate more readily than 
normal epithelial cells. A gastric brush devised 
by the senior author exploits this principle of 
tumor friability, for even light contact of the 
rotating brush against the tumor removes great 
numbers of the cancer cells, while contact with 
normal healthy tissues yields lesser numbers of 
benign cells. This rotating brush in a sleeve, 
which may be passed with ease into the empty 
stomach of any patient during a five to 10 min- 
ute period, puts a simple and practical instrument 
at the disposal of the medical profession for the 
collection of gastric cells for study. 


The authors present this instrument as a sim- 
ple practical tool possessing the potential for 
screening for stomach cancer as an office pro- 
cedure. It offers a new method of obtaining 
fresh, well preserved cells for diagnostic study. 
but they observe that studies of cells from scores 
of cases must be made in conjunction with other 
diagnostic methods to prove the accuracy of the 
cell-brush method to detect cancer in an early 
stage. At the present stage, however, the stomach 
brush (Ayre) seems to have definite possibilities 
of achieving diagnosis at a more favorable stage 
than most pre-existing methods. 


Fenestration Operation Analyzed for 
Nonfenestrating Otologist; Experiences with 
445 Fenestrations. By J. Brown Farrior, M.D., 
Richard A. Bagby, M.D., and Cecil Thomas, 
B.Sc., M.D., B.Ch. A. M. A. Arch. Otolaryng. 
59:1-17 (Jan.) 1954. 

The nonfenestrating otologists are described as 
the supreme court judges of fenestration surgery. 
There are many problems in which they have the 
great responsibility of advising the patient. To 
answer these problems from the selection of cases 
to the permanent hearing results is the goal of 
this presentation. The various aspects of the 
subject are discussed in detail for the benefit of 
the nonfenestrating otologist, and advice is also 
offered to the otosclerotic patient who is a can- 
didate for a fenestration operation, covering the 
usual questions about the cause of his deafness, 
what the operation does, and the expected results. 

The authors observe in conclusion: The pri- 
mary results of the fenestration operation are 
dependent largely on the quality of the patient’s 
bone conduction. The convalescence from the 
fenestration operation is usually pleasanter or less 
unpleasant than that after other major surgical 
operations. The nuisance sequelae of fenestra- 
tion surgery are largely dependent upon surgical 
technic, after-care, and the emotional stability of 
the patient. Significant permanent undesirable 
sequelae are extremely rare. Properly performed, 
the fenestration operation is relatively free from 
serious operative risks. The permanent patency 
of the fenestra and the permanent restoration of 
hearing are dependent solely upon the microscopic 
perfection of the surgical technic. 























. Froripa, M.A. 
ECEMBER, 1954 
Acute Fulminating Enterocolitis Follow- 
ing the Use of Antibiotics. By John R. But- 
ter, M.D. South. M. J. 47:224-226 (March) 
1954. 

In this discussion of the lack of action of the 
antibiotics on a group of bacteria, the author ob- 
serves that Micrococcus pyogenes var. aureus 
(formerly called Staphylococcus aureus) was in- 
itially, apparently, everywhere, sensitive to the 
Terramycin, Aureomycin, 
Now, how- 


antibiotics such as 
streptomycin and chloramphenicol. 
ever, after the passage of time, many strains are 
capable of growing and multiplying in an en- 
vironment formerly lethal to them. He reviews 
the change in the incidence of resistant M. pyro- 
genes and also the frequency of occurrence of 
Micrococcus enterocolitis as reported in the lit- 
erature. Also, he explains that the colitis caused 
by this organism is due to the toxin produced by 
the large numbers of cocci growing in the intes- 
tine where the competing bacteria have been de- 
stroyed by antibiotics. After describing the 
symptoms, he states that treatment consists of 
prompt discontinuance of the antibiotic being used 
and, at present, the administration of erythromy- 
cin. Reports of 2 cases of acute fulminating en- 
teroculitis following the use of antibiotics are 
illustrative. 


Relationship between Cerebrospinal 
Fluid Pressure Changes and Cerebral Blood 
Flow. By M. Rich, M.D., P. Scheinberg, M.D., 
and M. S. Belle, M.D. Circulation Research 
1:389-395 (Sept.) 1953. 

Studies of the effects on the cerebrospinal 
fluid pressure were made by the authors with 
the following drugs, gas mixtures, and stimuli: 
nicotinic acid, procaine, Priscoline, papaverine, 
aminophylline, 5 and 10 per cent carbon dioxide, 
100 per cent oxygen, 3 per cent sodium bicarbo- 
nate, and hyperventilation. These studies cor- 
roborate previous conclusions that alterations in 
cerebral blood flow are reflected by similar 
changes in the cerebrospinal fluid pressure in the 
same direction. The hypothesis is advanced that 
the elevations and depressions in cerebrospinal 
fluid pressure are due to the respective increased 
and decreased volume of the vascular structures 
of the brain, expanding within its rigid container. 
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Curability of Scleroma. By A. R. Hol- 
lender, M.D., F.A.C.S., and Henry M. Scheer, 
M.D., F.A.C.S., F.1.C.S. J. Internat. Coll. Sur- 
geons 21:24-29 (Jan.) 1954. 


Scleroma is defined as a chronic granuloma- 
tous disease of the mucous membrane of the upper 
part of the respiratory tract, probably caused by 
Klebsiella rhinoscleromatis. The main purpose of 
this article is to direct attention to the curability 
of scleroma, and, incidentally, to emphasize the 
more essential aspects of the disease in the light 
of present knowledge. 


In summary, the authors observe that sclero- 
ma is a distinct entity with serious implications 
and is of special interest to pathologists aud 
rhinolaryngologists alike. During the past 20 
years the incidence of the disease in native Amer- 
icans has been on the increase. There are rea- 
sonable grounds for the assumption that both a 
virus and K. rhinoscleromatis are implicated in 
the causation of scleroma, but until a virus is 
demonstrated, K. rhinoscleromatis must be re- 
garded as the offending organism. Though some 
authors have attempted to classify scleroma into 
stages, it is not feasible to do so because the 
divisions lack definition and overlap each other. 

Up to now the only procedure affording a 
measure of benefit in arresting the progress of 
scleroma has been roentgen irradiation. Two cases 
are reported in which successful results in 2 
adult patients with scleroma add positive support 
to the claims of other clinicians that the disease 
now can be regarded as curable. and that until 
experience with other antibiotics is recorded, 
streptomycin is the one of choice. 


Osteitis Pubis Treated with Cortisone. 
By James J. Nugent. J. Urol. 70:940-942 (Dec.) 
1953. 


Osteitis pubis is an extremely painful disease 
for which there has been no satisfactory treat- 
ment. A case of this disease is presented in which 
cortisone was used in treatment, and it is hoped 
that other observers will report their results in 
order that the true value of cortisone in osteitis 
pubis may be obtained. In adequate dosage, cor- 
tisone gave considerable relief of pain in this case; 
in inadequate dosage, it gave almost no relief of 
pain. It was concluded that cortisone did not 
apparently change the course of the disease in 
this case. 
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The Physician’s Heritage 


The Christmas Season is the time when, tradi- 
tionally, each of us pauses at least for a day to give 
thanks for the only Perfect Life that was ever 
lived. It should be, as well, a time for soul search- 
ing along with rejoicing, a period for evaluating 
what we are, what we have done, and what we 
can do to make our lives more like His. And for 
physicians, in particular, Christmas can well be an 
opportunity to think upon an aspect of our art too 
often forgotten in the busy round of practice and 
organizational activities, the glorious heritage of 
the physician from earliest times and the obliga- 
tions inherent in that heritage. 

No other profession can claim roots that reach 
so far back into the history of man as does medi- 
cine. The bones of prehistoric animals show that 
there was disease on earth even before Neanderthal 
Man appeared. And as long as men have walked 
erect, some among them have dared to treat the ills 
of others. The witch doctor of primitive tribes, 
muttering his incantations, was using some of the 
technics of modern psychiatry and psychoanalysis. 
And the first man who dared scrape a hole in his 
brother’s skull with a flint knife was quite definite- 


ly the ancestor of today’s brain surgeon. Ancient 
papyrus records from Egypt show a very highly 
developed medical and surgical profession more 
than five thousand years ago. 

“He is the flower (such as it is) of our civili- 
zation,” said Robert Louis Stevenson of the phy- 
sician, “‘and when that stage of man is done with 
and only remembered to be marveled at in history, 
he will be thought to have shared as little as any 
in the defects of the period and most notably ex- 
hibited the virtues of the race. Generosity he has, 
such as is possible to those who practice an art, 
never to those who drive a trade; discretion test- 
ed by a hundred secrets; tact tried in a thousand 
embarrassments; and what is more important, 
Heraclean cheerfulness and courage. So it is that 
he brings air and cheer into the sickroom and often 
enough, though not so often as he wishes, brings 
healing.” 

Those of us who were taught during our form- 
ative medical years to have a deep and warm pride 
in the heritage of the physician have never lost it. 
With so much to teach in so little time, however, 
modern day medical education all too frequently 
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fails to inculcate into the young physician of to- 
day an appreciation for what it really means to 
be a doctor. 

More particularly, physicians in general tend 
much too often to drift away from the obligations 
that go with being a doctor and a member of a 
noble profession with roots in remote antiquity. 
For there is a real obligation, and not only the 
conventional idealistic one of serving our fellow 
man without recompense if necessary. It is the 
obligation of leadership. 

Physicians must be intelligent—medical schools 
quickly separate the wheat from the chaff. And 
they must be capable of a broad viewpoint from 
which to regard man and his ills, both physical 
and social, for medicine is no longer a matter of 
treating disease and ignoring the person. Because 
of this latter quality, physicians are peculiarly 
fitted for leadership in every walk of life, espe- 
cially in a time when men are ruled more often 
by emotions and fears than by logic and concern 
for their fellows. 

If we have let the duties of our profession, the 
obligations of social and financial success, and the 
very understandable desire for security blind us 
to these obligations of leadership in a time when 
it was never more badly needed, then it behooves 
us at Christmastime to pause for at least an hour 
or two and take stock. No other profession has 
the fine heritage and glorious traditions that ours 
has. Our Christmas prayer might well be that we 
be given the strength and the courage to live up 
to the obligations that go with it. 


Frank G. Slaughter 


Editor’s Note: Dr, Frank G. Slaughter of Jacksonville is 
an internationally known author of fiction and medical non- 
fiction publications. 


The Malpractice Insurance Problem 


The subject of malpractice insurance is one 
which is being discussed by physicians through- 
out the state with much heat and little under- 
standing. A number of questions are being asked: 
Why all the turmoil about malpractice insur- 
ance? Why these outlandish rate increases? What 
justification exists for such arbitrary action on 
the part of the insurance companies in canceling 
out policies and in insisting on tying in malprac- 
tice insurance with other types of insurance? Be- 
cause the answers to these questions have not 
been readily apparent, the Florida Medical As- 
sociation has been studying this problem for the 
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past several years, trying to find a satisfactory 
solution. Although no completely satisfactory 
conclusion has been reached, it is believed that 
the results of the investigation should be brought 
to the attention of each member of the Associa- 
tion. With this idea in mind there begins in this 
issue of The Journal the first in a series of ar- 
ticles dealing with malpractice insurance. Your 
attention is invited not only to the first editorial 
in this series here presented but to each of three 
succeeding editorials which will appear monthly 
in these columns. 





In August 1952 a subcommittee to the Board of Governors 
to study various aspects of insurance affecting physicians was 


directed by the Board. The members of this committee, 
with Dr. Samuel M. Day, Secretary-Treasurer, as_ chairman 
included Drs, Collin F. Baker Jr., Tampa; John P. Ferrell, St. 


Petersburg; Robert E. Zellner, Orlando; DeWitt C. Daughtry, 
Miami; and Dale E. York, Pensacola. Increasing tates for 
professional liability insurance led the committee into an ex- 
tended study of this type of insurance. In April 1954 the 
subcommittee was discontinued and the assignment turned 
over to the standing Committee on Medical Economics, Robert 
E. Zellner, chairman. Other members of this Committee are: 
Drs. William H. Walters Jr., Lacoochee; William C. Roberts, 
Panama City; J. Maxey Dell Jr., Gainesville; and DeWitt C 
Daughtry, Miami. 
—Editor 


I. Why the Increase in Malpractice Insur- 
ance Rates in Recent Years? 


The plain and simple fact is that we are liv- 
ing in a suit-happy age populated to a great ex- 
tent by people looking for something for nothing. 
There is the man who asks his doctor, “Can't 
you say these x-rays were taken at the hospital 
so my insurance will pay for them?” or “Doctor, 
if you will just say on this blank that I have to 
call you at all hours of the night, I will be able 
to get a telephone. The telephone company won't 
know the difference,” or “Doctor, you can charge 
extra for this since I’ve got insurance.” This 
same fellow can rationalize with ease. suing his 
doctor for some imagined injury because “After 
all, he’s got insurance!’’ During the decade be- 
tween 1930 and 1940, the incidence of malprac- 
tice claims increased tenfold. Statistics compiled 
during the next 10 years are of less value for com- 
parative purpose because of the disruption of the 
war years, but during the first three years of this 
decade the rate of increase established in the 
thirties has been maintained. So the answer to 
the first question as to why our malpractice in- 
surance rates have increased is simple: The num- 
ber of suits per doctor has reached an all time 
high until in one state the average in 1952 was 
one suit per 30 doctors insured. 

What can be done to reverse this trend? Our 
answer to this question will appear in the next 
issue of The Journal. 
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FMA Executive Office 
Personnel Job Analysis 


In the business world the term ‘job analysis’ 
is a familiar expression these days. Recently, it 
was given practical application in the Central 
Office of the Association. A memorandum from 
the Managing Director and Managing Editor of 
The Journal sent the office personnel scurrying 
to their typewriters to carry out the surprise as- 
signment of preparing a detailed analysis of their 
individual duties. The task gave each member 
of the staff a broadened perspective on his own 
duties and responsibilities and a keener percep- 
tion of his place and importance as a factor in 
the progress and success of the Executive Office 
organization as a whole. 

Relatively few members of the Association 
have occasion to visit the headquarters of the As- 
sociation, and consequently, few have the oppor- 
tunity to observe the wheels in motion. It is re- 
grettable that every member does not have a 
chance to appraise for himself the administrative 
organization which functions smoothly and ef- 
ficiently from the Executive Office of the Man- 
aging Director-Managing Editor down through 
the Central Office and the Bureau of Public Re- 
lations to the Journal and Administrative Di- 
visions. 

How many members ever wonder about the 
Association’s headquarters operations? The staff 
sometimes ponders that question for there are 
some within the membership who seem to have 
a nebulous idea indeed of what keeps the wheels 
turning. Just how is the staff organized? How 
does it operate? Who are the employees? To 
familiarize the members with the operational set- 
up of the Executive Office, an outline was re- 
cently mailed to each member which represents a 
summary of the job analysis survey and includes 
two charts. This presentation answers all these 
questions and merits careful perusal by every 
member of the Association. It traces the opera- 
tional activity from the House of Delegates and 
the Board of Governors down through the 
Executive Office to the detailed services of the 
Central Office with its Journal and Administra- 
tive Divisions and its Bureau of Public Relations 
with its Public Relations and Legislation Di- 
visions. The members who keep abreast of how 
their Association operates are constantly apprised 
of how best it may serve them individually and 
collectively through the many channels of its 
varied activities. 
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Fee Schedule Cooperation 

The Florida Medical Association has made 
phenomenal progress and won a commanding 
place for itself down through the years because 
it has had wise and able leaders devoted to their 
profession. It also has been blessed with loyal 
and cooperative members willing to keep local 
aspirations, and in some instances individual de- 
sires and preferences, subservient to the good of 
the Association and the medical profession as a 
whole. 

As a result, the Association has been able to 
meet in forthright manner the problems that have 
arisen incident to progress and broader service. 
From time to time, as occasion has required, it 
has formulated policies based upon sound work- 
able principles. These policies have not been 
hastily made. After due deliberation, often en- 
tailing great expenditure of time and effort on 
the part of its official representatives, decisions 
have been reached that have protected and pro- 
moted the best interests of all the members. 

Fee schedules offer a case in point. The re- 
cently consummated task of investigating, weigh- 
ing and negotiating this matter was carried out 
over a period of years with diligence and unre- 
mitting effort by those to whom the difficult un- 
dertaking was committed. The resulting complete 
revision of the Veterans Administration Fee 
Schedule and the Industrial Commission Fee 
Schedule, revision of the Fee Schedule for Blue 
Shield, and acceptance by the Medical Advisory 
Committee to Vocational Rehabilitation of the 
new Fee Schedule of the Veterans Administration 
as a guide, represented an accomplishment her- 
alded as a great step forward which got away 
from the fixed fees of 15 to 20 years ago. Cer- 
tainly the great majority of the Association’s 
members who engage in compensation practice 
did not object to the agreed fee schedules and 
have adhered to them even though some may not 
have considered certain fees adequate. 

The individual member who fails to abide by 
the Association’s adopted policy in a matter of 
this sort disregards the ethical standpoint in- 
volved in breaching an agreement made by the 
Association. Thereby he brings discredit to the 
Association in its relations with industry, and his 
action has far reaching unfavorable effect upon 
public relations. Such an attitude invites other 
members to do likewise and could promote a 
trend that would wreck the established policies 
of both the Association and the Industrial Com- 
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mission and other organizations entering into the 
agreements. 

Amicable relations arrived at after careful de- 
liberations over a long period of time by com- 
petent representatives are to be prized and fos- 
tered rather than undermined, disrupted and 
perhaps eventually shattered because of lack of 
cooperation on the part of a few. It would seem 
that any member of an organization of the cali- 
ber of the Florida Medical Association would be 
glad to cooperate in this matter or, if unwilling, 
then would be willing to desist from compensa- 
tion practice so long as he maintains affiliation 
with organized medicine within the state. If ob- 
viously exceptional instances arise, he is always 
free to negotiate directly with the organization 
involved in order to arrive at a mutually satis- 
factory fee. Certainly that is the procedure to 
be followed rather than to seek an additional fee 
from the patient. With understanding of all that 
is involved, surely to any reasonable member 
concurrence in the position taken by the Asso- 
ciation and in the agreements it has made would 
be a privilege affording ample compensation for 
the sacrifice of a few dollars, and even a personal 
opinion or desire, in order that the good of the 
entire Association and the medical profession as 
a whole may be served. 

The benefits accruing to the members from 
affiliation with the Association are too obvious 
and too numerous to be mentioned here. The 
members avail themselves of these benefits gladly 
and even take them for granted. It is to be pre- 
sumed then that no member would care to prac- 
tice medicine in Florida without this organization 
and its benefits any more than he would without 
schools and churches and stable government with 
their multitudinous benefits. In that event, full 
cooperation is not too much to ask and to expect. 
It represents democracy at its best in a free land 
where liberty is never license for the few. 
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Russians Move In 
on the ILO 

Efforts of the International Labor Organiza- 
tion to point this country in the direction of 
socialized medicine have been discussed editorial- 
ly in The Journal as long ago as October 1952 
and as recently as August 1954. Socialism by 
treaty is no more palatable to the people of this 
country than socialism by domestic legislation, 
and to ward off the danger of such commitment 
by the insidious approach of ILO conventions, or 
treaties, requires constant vigilance under present 
laws in this country. 

The activities of the ILO have long command- 
ed the keen interest of the American Medical As- 
sociation because of its covenants embracing sick- 
ness benefits and compulsory health insurance. It 
now transpires that the Russians have moved in 
on ILO. Reporting on the 37th International La- 
bor Conference of the ILO held in Geneva last 
June, Mr. William L. McGrath of Cincinnati, 
Employer Delegate to this annual meeting, pointed 
out that the Russians had dropped out in 1939, 
but their readmission was automatic on _ their 
request since the revised constitution of the ILO 
admits any country which is a member of the 
United Nations and which agrees to abide by the 
ILO constitution. 

This observer contends that with the admis- 
sion of Communist “employer” and “worker” del- 
egates, the basic premise upon which the ILO was 
founded has been violated. Despite the problem 
occasioned by the spread of nationalized industries 
in socialist countries, until now worker, employer 
and government delegates from practically all the 
countries represented in the ILO, except Poland, 
Czechoslovakia and one or two others, had been 
free to express their divergent views. With offi- 
cial acceptance of the premise “that a government 
man, acting under government orders, can qualify 
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as an ‘employer’ delegate” and likewise “that a 
government man, acting under government orders, 
can serve as a ‘worker’ delegate,” it follows, as 
Mr. McGrath observed, that ILO “has officially 
ruled that ‘freedom of association’ is not a pre- 
requisite of membership.” 

The ILO originally was founded on the basis 
that worker delegates would represent free trade 
unions whose membership was determined on a 
voluntary basis, and that employer delegates 
would represent associations of free employers, al- 
so joined together on a voluntary basis. In the 
opinion of Mr. McGrath, “the abandonment of 
these basic principles destroys . . . the underlying 
foundation of the ILO.” Here is another straw 
in the wind signaling danger in ILO, which should 
have more than passing interest for physicians in 
this country. 


“Athlete’s Heart” a Myth 

Athletes have good hearts. The common im- 
pression to the contrary is not borne out by recent 
research. The belief that champion athletes, upon 
reaching middle age, have enlarged hearts and are 
likely to meet early death from heart disease is 
proved false by a study made by Dr. Thomas K. 
Cureton of the Physical Fitness Research Labora- 
tory of the University of Illinois.t This former 
national champion in swimming compared the re- 
sults of some 128 tests on 55 former athletic cham- 
pions in seven nations with those of identical 
tests made on nonathletic middle-aged and young 
men. 

The investigation disclosed that when the 
champion athlete deteriorates physically in mid- 
dle age, the cause is not earlier excessive athletic 
activity. It is rather that after winning his title, 
he lapses into sedentary life and indulges in sub- 
sequent excesses in eating, drinking and smoking, 
thereby undermining the magnificent physique 
that his athletic training has built up. The cham- 
pions who have kept active are superior physically 
to the average middle-aged man. 

The average former champion tested in this 
study won his title 10 years ago and is now about 
45 years of age. He has broader shoulders, nar- 
rower hips, less “bay window,” stronger hands and 
better feet than his nonathletic counterpart. He 
is stronger, has more powerful legs and back, has 
greater strength in proportion to his weight, is 
more agile and has better muscular endurance. 
Too, he has a more efficient heart and blood cir- 
culation. In addition, he has greater tolerance of 
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stress and in general is more ready for action, 
psychologically and physiologically. 

The former champion weighs more than the 
nonathletic young man, but about 5 pounds less 
than the nonathlete of his own age. His extra 
weight is, for the most part not fat. He is more 
solid than the others. 

The tests were confined to individual athletes, 
excluding baseball, basketball and football play- 
ers, whose sports activity is seasonal. Different 
sports develop different parts of the body, with 
middle distance runners and swimmers having the 
broadest chests. Swimmers also have the greatest 
shoulder and hip width and chest depths, but more 
fat than these runners. Chest expansion is 3.90 
inches for the gymnasts, 3.75 inches for the swim- 
mers and 3.25 inches for the sprinters and hurd- 
lers. The swimmers have the fastest reaction times 
and best breath-holding times, along with the 
poorest foot arches. 

Dr. Cureton believes that the middle-aged man 
who has led a sedentary life safely can and should 
begin to exercise. Appropriate mild exercise can 
prove surprisingly beneficial to the older man who 
desires to recondition himself when he conscien- 
tiously keeps up his exercise regularly, working 
alone and in moderation. This investigator con- 
cludes that a regular program of physical exercise 
adhered to by persons in their forties and fifties 
not only would lengthen life, but would also de- 
crease deaths from heart disease in men and wom- 
en in the prime of life. 


_ 1. Van de Water, M.: Athletes Have Good Hearts, Science 
News Letter 66:10-11 (July 3) 1954. 


Congratulations on 
Emory Centennial Number 

The Journal is pleased to offer congratula- 
tions to its next door neighbor, The Journal of the 
Medical Association of Georgia, on its Emory 
University School of Medicine Centennial Num- 
ber (September 1954). From the salute to Emory 
on the President’s Page through the editorial in 
the form of “A Case History” on the 100 year 
old patient by Dr. Ted F. Leigh, Guest Editor, 
and “The First Hundred Years,” a chronological 
account of the school’s development, this fitting 
tribute continues with “Interview—with R. Hugh 
Wood, M.D., Dean, Emory University School of 
Medicine: The Dean’s Job” and articles entitled 
“Facilities of Emory University School of Medi- 
cine” and “Research in Emory University School 
of Medicine.” 
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The concluding article in the Special Emory 
Section entitled “Reminiscences of an Old Grad” 
covers the recollections of Dr. Robert L. Whipple 
of Cochran, Ga., a graduate of the class of 1896. 
Now an octogenarian who has practiced continu- 
ously for 58 years in his home town, he related 
memorable experiences of his medical school days 
for this article against a backdrop of an old fash- 
ioned roll top desk stuffed with papers accumu- 
lated over the years, recently installed air condi- 
tioning and a waiting room full of patients. 

The Centennial celebration took place on Oc- 
tober 4 and 5. The program featured medical 
addresses by a select group of distinguished 
speakers: Dr. Alfred Blalock, Professor of Sur- 
gery, The Johns Hopkins University; Dr. John 
F. Fulton, Professor of Physiology and Professor 
of the History of Medicine, Yale University; Dr. 
Stanhope Bayne-Jones, Director of Research of 
the Medical Department of the United States 
Army; Dr. Cyrus W. Sturgis, Professor of Medi- 
cine, University of Michigan; and Dr. Evarts A. 
Graham, Professor of Surgery, Washington Uni- 
versity. The convocation address was presented 
by Dr. Alan Gregg, Director of Medical Sciences 
and Vice-President of the Rockefeller Founda- 
tion. 

Said President Peter B. Wright in his Presi- 
dent’s Page message: “We, of the Medical Asso- 
ciation of Georgia and citizens of this great state, 
salute Emory and wish to express our sincere 
gratitude for its contributions to Medicine and 
its favorable influence on the profession and the 
public. May its upward trend ever continue.” 
The Journal and its Editors are happy to join in 
this salute on behalf of the medical profession 
and citizens of Florida, and they congratulate 
the Journal of the Medical Association of Geor- 
gia on its excellent coverage of this notable cen- 
tennial occasion. 


Midwinter Seminar in Ophthalmology 
and Otolaryngology 
Miami Beach, Jan. 17-22, 1955 

For the ninth successive year, the annual Uni- 
versity of Florida Midwinter Seminar in Ophthal- 
mology and Otolaryngology will be held at Mi- 
ami Beach. As for the past several years, the 
headquarters will be the Sans Souci Hotel. This 
outstanding graduate course attracts registrants 
each year from all parts of the nation and sev- 
eral foreign countries. The excellent program is 
always arranged to permit ample time for rec- 
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reation. The dates this winter are January 17 
through 22. 

All registrants are invited to attend the Mid- 
winter Convention of the Florida Society of 
Ophthalmology and Otolaryngology, which each 
year is a midweek feature. The 1955 meeting 
will be held on Wednesday afternoon, January 
19, and there will follow at 8 p.m. the usual in- 
formal banquet, with an eminent guest speaker 
presenting an address. Seminar registrants and 
their wives are privileged to attend. 

The Seminar lectures on Ophthalmology are 
scheduled for Monday, Tuesday and Wednesday, 
January 17, 18 and 19. The lecturers and their 
subjects are: Dr. James Allen, New Orleans, 
“Muscle Cone Implant Technique,” ‘Anatomical 
Principles of Glaucoma Surgery” and “Basic 
Principles of Treatment of Infectious Diseases of 
the Eye;” Dr. Milton L. Berliner, New York 
City, “Role of Lamellar Resection in Retinal De- 
tachment,” “Experiences with Cyclodiathermy in 
Chronic Simple Glaucoma,” and “Biomiscroscopy 
of the Vitreous;” Dr. Walter H. Fink, Minne- 
apolis, “Vertical Oculomotor Problems,” ‘“‘Sur- 
gery of Vertical Acting Muscles, Indications and 
Technique” and “Ocular Vergence—Clinical Sig- 
nificance; Dr. William F. Hughes Jr., Chicago, 
“Treatment of Keratitis,” “Beta Radiation” and 
“Surgery of Retinal Detachment;” and Dr. Phil- 
lips Thygeson, San Jose, Calif., “Uveitis Syn- 
dromes,” “Differential Diagnosis of Superficial 
Keratitis” and “Ocular Complications of the 
Dermatoses.”’ 

On Thursday, Friday and Saturday, January 
20, 21 and 22, the lectures on Otolaryngology 
will be presented. The lecturers and their sub- 
jects are: Dr. Lawrence R. Boies, Minneapolis, 
“Current Problems in Otology,” ‘Chronic Sinusi- 
tis’ and “Head Pain;” Dr. David D. DeWeese, 
Portland, Ore., ‘Diagnosis, Prevention, and 
Treatment of Postoperative Atelectasis,” “Con- 
trol of Atypical Facial Pain” and “The Com- 
munity Hearing Problem;” Dr. Edmund P. Fow- 
ler Jr., New York City, “Diagnosis and Treat- 
ment of Facial Paralysis,” “Management in 
Meniére’s Disease’’ and ‘‘The Speech and Hear- 
ing Problems of Children;”’ Dr. Paul H. Holinger, 
Chicago, “Foreign Bodies in the Air and Food 
Passages,” ‘Congenital Anomalies of the Larynx” 
and “Endoscopic Technics;” and Dr. Arthur W. 
Proetz, St. Louis, “Clinical Aspects of Nasal Air 
Currents,” “Air-Conditioning” and “Brushing up 
on Displacement.” 
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Medical District Meetings, 1954 


Meetings were held this year in Marianna, 


October 11; Sanford, October 13; Vero Beach, 
October 14; and Sarasota, October 15. At these 
four meetings Association members had an op- 
portunity to meet with their state officers and 
to discuss with them important state level activi- 
ties. A new form of scientific program was held 
this year. In each district panel discussions were 
held on subjects met daily in most doctors’ 
offices. 

Dr. Francis H. Langley, chairman of Council, 
presided at both the scientific assembly and the 
general session of each of the four meetings. 

Drs. Duncan T. McEwan, President; John D. 
Milton, President-Elect; and Samuel M. Day, 
Secretary-Treasurer, were present at all of the 
meetings and gave short talks. Dr. Shaler 
Richardson, Editor of The Journal, was present 
at the Marianna, Sanford and Vero Beach meet- 
ings and reported on the progress of The Journal 
this year. 

Dr. H. Phillip Hampton, Chairman of the 
Committee on Legislation and Public Policy, 
spoke at the Sarasota meeting, and Dr. Edward 
Jelks, Public Relations Liaison to the Board of 
Governors, spoke at all four meetings. 

A Medical District Meeting is not expected to 
attract a large attendance, since there is only 
one-half day and evening in the schedule. Those 
who attended were enthusiastic in their favorable 
comments, and Association officers appreciated 
the opportunity to meet new colleagues and re- 
new old acquaintances. 

Workshop meetings were arranged for the 
ladies by the Woman’s Auxiliary under the 
leadership of Mrs. Richard F. Stover. Presiding 
were Mrs. William D. Rogers at the Marianna 
meeting; Mrs. Albert G. Love IV at the Sanford 
meeting; Mrs. Charles McD. Harris Jr. at the 
Lakeland meeting; and Mrs. John P. Ferrell at 
the Sarasota meeting. 


Northwest Medical District 
October 11 — Marianna 


Dr. Francis H. Langley, chairman of Council, 
presided at the meeting and was assisted at the 
scientific session by Dr. William P. Hixon, coun- 
cilor of District 1, and at the general session by 
Dr. George S. Palmer, Councilor for District 2. 

Dr. Jabe A. Breland, president of the Jack- 
son-Calhoun County Medical Society, gave the 
address of welcome as the meeting was called to 
order at 3:30 p.m. 
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Following the address of welcome, a panel dis- 
cussion on “Common Emergencies” was presented 
with Dr. Sidney G. Kennedy Jr. of Pensacola 
discussing the surgical aspects; Dr. William C. 
Fontaine of Panama City, the obstetric and gyne- 
cologic aspects; Dr. Barkley Beidleman of Pen- 
sacola, the medical aspects; and Dr. Alvyn W. 
White of Pensacola, the pediatric aspects. 

State officers gave short talks during the gen- 
eral session. 

Refreshments and dinner were served by the 
host society. 

The 1955 meeting will be in Pensacola. Total 
registration was 61, of which 49 were Association 
members (A District 42) and 12 visitors. Among 
those registered were past presidents Julius C. 
Davis, Herbert L. Bryans, Edward Jelks, Shaler 
Richardson and Walter C. Payne Sr. 


Registration 


ALTHA: Jasper B. Dowling. BLOUNTSTOWN: 
Grayson C. Snyder. CHATTAHOOCHEE: William D. 
Rogers. GRACEVILLE: William W. Richardson. JACK- 
SONVILLE: Samuel M. Day, Edward Jelks, James G. 
Lyerly, Nelson A. Murray, Shaler Richardson. MARI- 
ANNA: Jabe A. Breland, James T. Cook Jr., Henry I. 
Langston, Albert E. McQuagge, Sarah M. Schulz, William 
R. Wandeck, Francis M. Watson. MIAMI: John D. 
Milton. ORLANDO: Duncan T. McEwan. PANAMA 
CITY: John J. Benton, Jack Corbitt, William C. 
Fontaine, William F. Humphreys Jr., William C. Roberts, 
Roderick C. Webb. PENSACOLA: Constantine A. As- 
ters, Barkley Beidleman, Herbert L. Bryans, Francis P. 
Cassidy, John R. Emlet, Samuel D. Gillespie Jr., William 
P. Hixon, Sidney G. Kennedy Jr., John J. McGuire, 
John C. McSween, Allen L. Miller Jr., William W. 
Miller Jr., Walter C. Payne Sr., Walter C. Payne Jr., 
Vernon L. Smith, Alvyn W. White. QUINCY: Julius C. 
Davis. ST. PETERSBURG: Francis H. Langley. 
TALLAHASSEE: Merritt R. Clements, George H. Gar- 
many, Francis T. Holland, John L. Lincoln, George S. 
Palmer, Luther L. Pararo Jr., Henry L. Smith Jr. 

VISITING DOCTORS — GRAHAM AIR BASE: Q. 
R. Johnson Jr. PANAMA CITY: Lloyd B. Harrison 
Jr. PENSACOLA: R. V. Berry, Herman S. Shapiro, 
Earl M. Spaulding. TALLAHASSEE: Nelson H. Kraeft, 
George I. Lebess, George H. McCain, Earl E. Wilkison. 

OTHER GUESTS — JACKSONVILLE: Ernest R. 
Gibson, W. Harold Parham, H. A. Schroder. 


Northeast Medical District 
Sanford — October 13 


The meeting was held at the Mayfair Inn with 
Dr. Henry J. Babers Jr., councilor of District 3, 
presiding with Dr. Langley at the scientific as- 
sembly, and Dr. Thomas C. Kenaston, councilor 
of District 4, assisting at the general session. 

At 2:30 p.m., members and guests were wel- 
comed by Dr. J. Clifford Boyce, president of the 
Seminole County Medical Society. 

The panel discussion at this meeting was on 
“Office Procedure.” Participants and their sub- 
jects were Drs. Truett H. Frazier, Orlando. 
Urology; Edward P. Madden, Daytona Beach. 
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Gynecology; Leila H. Wells, Jacksonville, Lab- 
oratory; and Alva T. Cobb Jr., Gainesville, Use 
of Hydrocortone. 

Short talks of statewide interest were pre- 
sented by the state officers present. Refresh- 
ments and a barbecue were served by the host 
society. 

At the general session, Gainesville was select- 
ed as the meeting place for 1955. Total registra- 
tion was 103, of which 93 were Association mem- 
bers (B District 91) and 10 visitors. Among 
those registered were past presidents Edward 
Jelks, Shaler Richardson and Robert B. Mclver. 


Registration 


APOPKA: Thomas E. McBride. COCOA: Thomas 
C. Kenaston, A. F. Thomas. DAYTONA BEACH: John 
J. Cheleden, James W. Clower Jr., C. Robert DeArmas, 
Herbert A. King, Edward P. Madden, James D. Moffett 
Jr., Achille A. Monaco, Norman E. Williams. DELAND: 
Lancaster C. Starke (Col.). DUNNELLON: Bertrand 
F. Drake. EUSTIS: Matthew Arnow, Rabun H. Williams. 
GAINESVILLE: Edwin H. Andrews, Henry J. Babers 
Jr., Alva T. Cobb Jr., Henry H. Graham, Albert G. Love 
IV, George H. Putnam. HOLLY HILL: Frank A. 
Sica. JACKSONVILLE: S. James Beale, C. Ashley Bird, 
Frederick H. Bowen, J. Brooks Brown, Robert J. Brown, 
Samuel M. Day, Lucian Y. Dyrenforth, A. Judson 
Graves, Vernon T. Grizzard Jr., Ivan Isaacs, Edward 
Jelks, F. Gordon King, Robert B. McIver, Bernard L. N. 
Morgan, Thad Moseley, Nelson A. Murray, Shaler Rich- 
ardson, C. Burling Roesch, Wilson T. Sowder, John T. 
Stage, J. Champneys Taylor, William A. Van Nortwick, 
Carl H. Wells, Leila H. Wells, Ashbel C. Williams. 
MIAMI: John D. Milton. OCALA: William H. Ander- 
son Jr., Eugene G. Peek Jr. ORLANDO: James L. 
Campbell Jr.., J. Rocher Chappell, Chas. J. Collins, 
Horace A. Day, Robert P. Henderson, David Y. Hicks 
Jr., Albert C. Kirk Sr., Duncan T. McEwan, James A. 
McLeod, J. William Martin, Fred Mathers, William S. 
Mitchell, Isidore Pincus, George P. Shanck Jr. (Col.), 
Charles R. Sias, W. Dean Steward, Robert L. Tolle, 
Truett H. Frazier. OVIEDO: Edward W. Stoner. 
PALATKA: Grover C. Collins. ST. AUGUSTINE: Don- 
ald T. Rankin. ST. PETERSBURG: Francis H. Lang- 
ley. SANFORD: Orville L. Barks, Terry Bird, J. Clif- 
ford Boyce, Edwin Epstein, Wade H. Gardner, Thomas 
F. McDaniel, Daniel H. Mathers, John M. Morgan, 
Leonard Munson, Charles L. Park Sr., Charles L. Park 
Jr., William V. Roberts, Freddie A. Smith (Col.), James 
A. Smith, Gordon D. Stanley, George H. Starke (Col.). 
TAVARES: J. Basil Hall. WINTER GARDEN: Edward 
Bradford, Albert H. Gleason. WINTER PARK: Robert 
E. Drake, Simeon M. Wrenn. 

VISITING DOCTORS — DAYTONA BEACH: Fred- 
erick C. Andrews. JACKSONVILLE: James E. Cousar 
III. WINTER PARK: Harry W. Benson, James A. 
Ford. ATLANTA, GA.: H. J. Crider Jr. HENDERSON, 
N. C.: Harry Z. Silsby, BELGIAN CONGO: William 
S. Hughlett. 

OTHER GUESTS — JACKSONVILLE: Ernest R. 
Gibson, W. Harold Parham, H. A. Schroder. 


Southeast Medical District 
Vero Beach — October 14 


Presiding with Dr. Langley at the scientific 
assembly was Dr. Russell B. Carson, councilor of 
District 8. Dr. James R. Sory, councilor of Dis- 
trict 7, assisted Dr. Langley in presiding at the 
general session. 
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Dr. William L. Fitts 3rd, president of the 
Indian River County Medical Society, gave the 
address of welcome. 

“Business Office Management” was the title 
of the panel discussion held at this meeting. Par- 
ticipants were Drs. Laurie R. Teasdale, West 
Palm Beach; Lees M. Schadel Jr., Fort Lauder- 
dale; and M. Jay Flipse, Miami. 

Officers of the Association presented talks of 
interest during the general session. Refreshments 
and dinner were served by the host society. 

The 1955 meeting will be held in Fort Lauder- 
dale. Total registration was 61, of which 50 were 
Association members (D District 43) and 11 
visitors. Among visitors attending the meeting 
were past presidents Edward Jelks, Shaler Rich- 
ardson and Robert B. McIver. 


Registration 

DANIA: Fred E. Brammer. FORT LAUDERDALE: 
Alfred E. Cronkite, Burns A. Dobbins Jr., Scottie J. 
Wilson. FORT PIERCE: John D. Browning, Alfred J. 
Cornille, Hugh B. Goodwin Jr., John T. McDermid, 
Robert F. Meeko, Adrian M. Sample, Richard F. Sinnott. 
HIALEAH: Albert W. McCorkle. JACKSONVILLE: 
Samuel M. Day, Edward Jelks, Robert B. McIver, Shaler 
Richardson. LAKE WORTH: A. Scott Turk. MIAMI: 
Reuben B. Chrisman Jr., Edward W. Cullipher, M. Jay 
Flipse, John D. Milton, Homer L. Pearson Jr. OR- 
LANDO: J. Cornall Howarth, Duncan T. McEwan. ST. 
PETERSBURG: Francis H. Langley. VERO BEACH: 
William L. Fitts 3rd, Vernon L. Fromang, John P. Gif- 
ford B. Bowman Guerin, Erasmus B. Hardee, Kip G. 
Kelso, P. T. McClellan, James C. Robertson. WEST 
PALM BEACH: Willard F. Ande, James R. Anderson, 
John M. Baber, Joseph J. Daversa, Lorenzo James, 
Edgar A. P. Kellerman, W. Ambrose McGee, Theodore 
Norley, Ralph M. Overstreet Jr., Cecil M. Peek, Ray- 
mond R. Preefer, Atwell B. Pride (Col.), Raymond S. 
Roy, William Y. Sayad, Vitol S. Shepard, James R. 
Sory, Laurie R. Teasdale. 

VISITING DOCTORS—FORT LAUDERDALE: 
James F. Berry, R. K. Haugen, Lees M. Schadel Jr. 
WEST PALM BEACH: James F. Cooney, Philip O. 
Lichtblau, Governor M. Witt. PHILADELPHIA, PA.: 
William C. Thoroughgood. 

OTHER GUESTS: JACKSONVILLE: Ernest R. Gib- 
son, W. Harold Parham, H. A. Schroder. MIAMI: John 
C. Lee. 

Southwest Medical District 
Sarasota — October 15 

Dr. James R. Boulware Jr., councilor of Dis- 
trict 6, assisted Dr. Langley in presiding at the 
scientific assembly, and Dr. Clyde O. Anderson, 
councilor of District 5, presided with Dr. Langley 
at the general session. 

Dr. Henry J. Vomacka, president of the Sara- 
sota County Medical Society, welcomed the mem- 
bers and guests. 

Dr. N. Worth Gable of St. Petersburg was 
moderator for the panel discussion. Members of 
the panel and their subjects were Drs. Jere W. 
Annis, Lakeland, “Heart Problems;” C. Frank 
Chunn, Tampa, “Minor Surgery;’’ Woodrow B. 
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Estes, St. Petersburg, “Gynecology;” and Lu- 
verne H. Domeier, St. Petersburg, “Laboratory 
and Office Management.” 


Association officers present gave short talks 
of statewide interest at the afternoon general 
session. 


Refreshments and a barbecue were served by 
the host society. 


The 1955 meeting place chosen at the general 
session is Lakeland. Total registration was 94, 
of which 85 were Association members (C_ Dis- 
trict 79) and 9 visitors. Past presidents in at- 
tendance were Edward Jelks, David R. Murphey 
Jr., and Robert B. McIver. 


Registration 


ANNA MARIA: Edgar W. Huth. ARCADIA: 
Harold S. Agnew, Gordon H. McSwain. AVON PARK: 
Hubert W. Coleman. BARTOW: Milo H. Holden. 
BRADENTON: Alfons R. Bacon, Lowrie W. Blake, 
Joseph A. Gibson, Richard V. Meaney, Millard P. 
Quillian, Sidney Smith. CLEARWATER: James V. 
Freeman, Robert L. Neil. DUNEDIN: John A. Mease 
Jr., James O. Norton, James F. Spindler. FORT 
MYERS: Ernest Bostelman, James L. Bradley, William 
H. Grace. JACKSONVILLE: Samuel M. Day, Edward 
Jelks, Robert B. McIver, Wilson T. Sowder. LAKE- 
LAND: Jere W. Annis, James P. Boulware Jr. LAKE 
WALES: Willard E. Manry Jr. MIAMI: John D. 
Milton. NAPLES: Ethel H. Trygstad, Reidar Trygstad. 
ORLANDO: Duncan T. McEwan. PUNTA GORDA: 
Walter B. Clement, Roscoe S. Maxwell. ST. PETERS- 
BURG: Clyde O. Anderson, George H. Anderson, Luverne 
H. Domeier, Charles K. Donegan, Woodrow B. Estes, 
John P. Ferrell, N. Worth Gable, Douglas W. Hood, 
Francis H. Langley, Joseph W. Pilkington, Richard 
Reeser Jr., Joseph J. Regan, Franklin W. Roush Jr., 
John P. Rowell, Richard H. Sinden, Benjamin H. Sulli- 
van. SARASOTA: Lester H. Blackburn, John M. 
Butcher, George M. Coggan, Francis M. Crage, Lloyd J. 
Duest, T. Vernon Finch, Thomas C. Garrett, Edmund P. 
Kelley, James E. Kicklighter, Cecil E. Miller, Arthur O. 
Morton, Robert O. Pitts, Hugh G. Reaves, Karl R. Rolls, 
Melvin M. Simmons, Henry J. Vomacka, Millard B. 
White, Reaves A. Wilson. SEBRING: Zaven M. Seron, 
Howard V. Weems Sr. TAMPA: Richard A. Bagby, 
Ernest R. Bourkard, Frank V. Chappell, C. Frank Chunn, 
Rosalind E. Cummings, Charles M. Gray, H. Phillip 
Hampton, Samuel G. Hibbs, James B. Hodge Jr., Warren 
T. Loftis Jr., Eugene B. Maxwell, David R. Murphey Jr., 
James N. Patterson, Wesley W. Wilson, James A. Wins- 
low Jr. VENICE: Samuel E. Kaplan, Talmadge S. 
Thompson. 


VISITING DOCTORS — BRADENTON: Eugene E. 
Biel. KEY WEST: William S. Hatt. ST. PETERS- 
BURG: William J. Bailey, Francis Neumayer. SARA- 
SOTA: Samuel R. Warson. TAMPA: Robert H. Coffer 
Jr. 

OTHER GUESTS — JACKSONVILLE: Ernest R. 
Gibson, W. Harold Parham, H. A. Schroder. 
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Graduate Medical Education 

The Florida Clinical Diabetes Association held 
its second annual meeting at the San Juan Hotel 
in Orlando on Oct. 21-22, 1954. A seminar on 
diabetes and metabolic diseases was presented by 
the association in cooperation with the Depart- 
ment of Medicine of the Graduate School of the 
University of Florida, the Florida Medical Asso- 
ciation and the Florida State Board of Health. 
Dr. Joseph T. Beardwood Jr. and Dr. H. B. Mul- 
holland gave the clinical lectures and on Friday 
evening spoke before a lay audience. Papers by 
members of the Association were presented by Dr. 
Richard H. Sinden, Dr. Edward R. Smith, Dr. 
Turner Z. Cason and Dr. Joseph J. Lowenthal. 
Attendance by the general practitioners of the 
state was small, but many of the internists par- 
ticularly interested in diabetes mellitus and other 
metabolic diseases were present. An _ unofficial 
request was received from the general practition- 
ers to hold the next annual session either at the 
same time or immediately before the meeting of 
the Florida Academy of General Practice. The 
following officers were elected: Dr. Sidney Da- 
vidson, Lake Worth, President; Dr. Richard H. 
Sinden, St. Petersburg, President-Elect; Dr. Ed- 
ward R. Smith, Jacksonville, Secretary-Treasurer; 
Board of Governors: District A, Dr. John J. Ben- 
ton, Panama City; At Large, Dr. Joseph J. Low- 
enthal, Jacksonville, Dr. Francis D. Pierce, Fort 
Lauderdale and Dr. William P. Logan, Lakeland. 

x * 

The Duval District Heart Association in co- 
operation with the Department of Medicine of 
the Graduate School of the University of Florida, 
the Florida Medical Association and the Florida 
State Board of Health will present a two day 
seminar on cardiovascular diseases on Thursday 
and Friday, Feb. 17-18, 1955 in Jacksonville. 
There will be four guest speakers, two of whom 
will be Dr. George T. Harrell, Dean of the Col- 
lege of Medicine, University of Florida, and Dr. 
Ashton Graybiel, Capt., U. S. Naval School of 
Aviation Medicine, Pensacola. The other two 
speakers will be announced shortly. This seminar 
is open to all physicians in Florida, and programs 
will be mailed out early in January. 








The Editor Invites Your Contributions on 
Data of Notable Interest 
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OTHERS ARE SAYING 
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American Medical Association 
Atlantic City Meeting 
June 6-10, 1955 


The Council on Scientific Assembly an- 
nounces the deadline for those who wish to par- 
ticipate in the Atlantic City meeting, either by 
reading a paper or presenting a scientific exhibit: 

Deadline for Section Papers, Dec. 15, 1954 

Deadline for Scientific Exhibit, Jan. 10, 

1955 


Applicants should communicate with the Sec- 
retary or the Representative to the Scientific 
Exhibit of the Section in which they are inter- 
ested. Further information may be obtained from 
the Secretary, Council on Scientific Assembly, 
American Medical Association, 535 North Dear- 
born St., Chicago 10. 


OTHERS ARE SAYING 


Dr. Howard Rusk, New York, in a lecture be- 
for the American Academy of General Practice — 
“Sick people ask their God, ‘why must I suffer?’ 
Possibly the answer is in the work of the potter. 
Fine ceramic pieces are not made by setting clay 
out in the sun. They come only from the white 
heat of the kiln. In the firing process some 
pieces are broken, but those that survive the heat 
are transformed from dull clay into objects of 
priceless beauty. And so it is with the sick, suf- 
fering, and crippled people. Those who, through 
medical skill, opportunity, work and courage, sur- 
vive their illness or overcome their handicap, take 
their places back in the world with a depth of 
spirit which we can hardly measure.” 

—Secretary’s Letter, July 27, 1954 


Are Doctors Human? 


Some years ago Robert Burns wrote: 


“Oh wad some power the giftie gie us 
“To see oursel’s as others see us! 

“It wad frae monie a blunder free us, 
“And foolish notion.” 


Reportedly addressing the American Academy 
of General Practice,! a physician who was once an 
ordained minister criticized doctors ‘“‘who feel that 
God made them, and everybody else just hap- 
pened”: 

“Dr. Robert M. Myers, of Kansas City, made the re- 
mark in urging doctors to “become more human” in deal- 


> 


ing with patients, especially prospective mothers. . . .”2 


This comes with all the force of a one-two 
punch to the button, ministerial and medical. 
Admittedly our excerpt is only a portion of the 
address of the good doctor who reportedly was 
“once an ordained minister,” but it has the virtue 
of brevity, the force of cloth and scalpel, and the 
saving grace of humor. 

Reading the printed report of his address, we 
naturally reverted to the familiar lines of Burns 
which so many readers will recognize and so few 
remember as having been written to a louse. 
Burns’s message as we interpret it was “Be your- 
self.” 

We think that doctors are human, and we be- 
lieve that most people consider them so under try- 
ing circumstances, illness and despair, pain and 
worry. Only when they are well again do a few 
people cast about them for defects in the profes- 
sional man and his service. We fail to comprehend 
how anyone can “become more human” than hu- 
man. If ‘to err is human,” does the good doctor’s 
thesis call for more rather than less of this char- 
acteristic? His reported words could be so inter- 
preted. 

For our part, Burns to win, place, and show. 
Maybe we’re just old-fashioned. 

1. Cleveland, Mar, 24, 1954. 
2. Herald Tribune, Mar. 25, 1954, p. 17. 
—New York State Journal of Medicine, 
September 1, 1954 
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| BIRTHS, MARRIAGES AND DEATHS | 
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Births 

Dr. and Mrs. Joel Fleet of Jacksonville announce the 
birth of a daughter, Robin Elise, on Aug. 21, 1954. 

Dr. and Mrs. Ashbel C. Williams of Jacksonville an- 
nounce the birth of a son, Ashbel Cotten Jr., on Oct. 
30, 1954. 

Dr. and Mrs. Ray O. Edwards Jr. of Jacksonville 
announce the birth of a daughter, Ann Elizabeth, on 
Nov. 3, 1954. 


Marriages 


Dr. Jacob Neber and Mrs. Mabel Goff, both of Miami, 
were married on Aug. 22, 1954. 


Deaths — Members 


Gable, Nonie W., St. Petersburg sonst Oct. 9, 1954 
Peyton, Harry A., Jacksonville..... sosecesves hs BF. 1954 
Andrews, Mitchell M., Orlando........................0ct. 20, 1954 
Stinson, William M., Jacksonville scorseses My, 24, F954 
Hebard, Charles E., Tampa......... ...Nov. 10, 1954 


Deaths — Other Doctors 


Buss, Loring A., Orlando.. June 28, 1941 
Rouse, William O., St. Petersburg March 29, 1944 


Dower, Clancy M., Opa Locka April 1, 1950 
Jackson, Noah, West Palm Beach July 29, 1950 
Coupland, James D., Los Angeles, Calif. Dec. 20, 1951 
Whiteside, John MclI., Lakeland Dec. 27, 1951 
Goodwin, Frederick P., Bloomington, IIl...... Feb. 11, 1952 
Crigler, Wallace P., Tampa March 2, 1954 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Colmer, William M. Jr., Pensacola 
Jeffress, J. Elizabeth, Tallahassee 
Leavenworth, William M., Jacksonville 
Pararo, Luther L. Jr., Tallahassee 
Sherman, Roger D., Warrington 
Spaulding, Earl M., Pensacola 

Tyor, Malcolm P., Jacksonville 





EIGHTY-FIRST ANNUAL MEETING 
FLORIDA MEDICAL ASSOCIATION 
ST. PETERSBURG 
APRIL 3-6, 1955 











Late this month the University of Florida will 
be host to the Gerontological Society, a national 
organization which will hold its seventh annual 
scientific meeting in Gainesville on December 28, 
29 and 30 in collaboration with the Annual South- 
ern Conference on Gerontology. The scientific 
papers to be presented cover the fields of biology, 
social sciences and clinical medicine. Physicians 
interested in geriatrics will have an exceptional 
opportunity to hear distinguished speakers on 
subjects pertaining to this specialty. 


p24 


Late in October a questionnaire was mailed by 
the Committee on Medical Postgraduate Course 
of the Florida Medical Association to every li- 
censed doctor of medicine in Florida on the sub- 
ject of graduate medical education, short courses 
and seminars. Every physician who has not yet 
returned his questionnaire is urged to do so 
promptly. The replies will be analyzed and the 
results published in The Journal early in 1955. 


a2 


Dr. Russell B. Carson, of Fort Lauderdale, a 
past president, and Dr. A. Fred Turner Jr., of 
Orlando, a member of the executive committee of 
the Southeastern Section of the American Uro- 
logical Association, attended the annual meeting 
of the South Central Section of that association, 
held in Colorado Springs, Colo., October 18-20. 


P24 


Dr. Paul L. Summers of Miami was presented 
a citation of merit for his work on behalf of the 
American Cancer Society, Florida division, dur- 
ing the past year. 
-— 2 


Dr. Charles A. Robinson of Delray Beach has 
returned to his practice after 10 days of post- 
graduate work in surgery at the Lahey Clinic, 
Boston. 


74 


Dr. Wilbur C. Sumner of Jacksonville spoke 
on the work of the Cancer Clinic at a joint meet- 
ing of the Jacksonville Beach Woman’s Club and 
The Beaches Chapter, American War Mothers, in 
August. 
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Dr. Mason Trupp of Tampa spoke on ‘“Nurs- 
ing Care of Neurosurgical Patients,” at a meet- 
ing of the Licensed Practical Nurses, Division 13, 
on October 8. 
y—4 
Dr. James R. Nieder of Delray Beach has re- 
turned to his practice after studying with Dr. H. 
Arruga of Barcelona, Spain. Dr. Arruga is an 
internationally known eye surgeon. 
wT 
Dr. Fred F. Porter of Daytona Beach entered 
medical service with the U. S. Air Force with the 
rank of first lieutenant, on October 11. 
Sw 
Dr. Nathaniel Jones of Jacksonville has been 
elected lieutenant governor of Division III, 
Florida District of Kiwanis International. 
-— 2 
Dr. Robert C. Welsh of Miami has returned 
to his practice after having spent two months ob- 
serving eye surgery in New Orleans, Atlanta and 
Philadelphia. 
-— 2 
Dr. Ashbel C. Williams of Jacksonville at- 
tended several clinics at the Lahey Clinic in 
September. 


4 
Dr. James J. Griffitts of Miami attended the 


Fifth International Congress of Blood Transfu- 
sion, September 13-19, in Paris, France. He 
presented a paper on ‘Post Transfusion Re- 
actions with Emphasis on the Common Pyrogenic 
and Allergic Reaction.” 
wv 
Drs. Joseph J. Lowenthal and J. Q. U. 
Thompson of Jacksonville have been named ad- 
visors to the Jacksonville Area Vocational Re- 
habilitation Office. 
-— 4 
Dr. George W. Robertson III of Miami has 
returned to his practice following a three months’ 
teaching fellowship at Tulane University of 
Louisiana School of Medicine in New Orleans. 
4 
Dr. A. Judson Graves of Jacksonville took 
a two week postgraduate course in radiology at 
the University of Pennsylvania Medical School in 
September. 
ya 
Dr. J. Maxie Dell Jr. of Gainesville was elect- 
ed second vice president of the American Roent- 
gen Ray Society at its annual meeting in Wash- 
ington, D. C., on September 20. 


STATE NEWS ITEMS 495 


Dr. Clarence M. Sharp of Jacksonville pre- 
sided at the meetings of the Southern Tubercu- 
losis Conference in Atlanta in September. He 
gave a paper on “The Challenge of Early Diag- 
nosis.” 

Dr. Sharp spoke on the problem of undiscov- 
ered tuberculosis at the opening session of the 
Florida Public Health Association meeting in 
Miami Beach on October 21. 


-— 4 


Dr. Joseph H. Lucinian of Miami attended 
the meeting of the American Roentgen Ray 
Society in Washington, D. C., in September. 


4 


Dr. Robert C. Lonergan of St. Petersburg at- 
tended the meeting of the International Society 
of Orthopedic and Traumatic Surgery at Berne, 
Switzerland, September 1. Dr. Lonergan was in- 
ducted as a member of the organization. 


74 


The North Florida Radiological Society was 
recently organized with a membership of all of 
the practicing radiologists in Jacksonville, and 
other radiologists from North Florida and South 
Georgia. The Society will hold X-ray discussion 
meetings four times a year. The September 30 
meeting was held at the home of Dr. A. Judson 
Graves. Dr. Thomas H. Lipscomb is president 
of the organization, and Dr. Ivan Isaacs is the 
secretary. 

a 


Dr. Bernard L. N. Morgan of Jacksonville 
attended the meeting of the Association of Plastic 
Surgeons in Hollywood, October 25-29. 

Dr. Morgan spoke at the meeting of the South 
Georgia Medical Society on November 9 in Val- 
dosta, Ga. His subject was ‘Problems in Recon- 
structive Surgery.” 

wT 


Dr. Millard B. White of Sarasota was a guest 
speaker at the meeting of the Lower West Coast 
Blood Bank on October 18 in that city. 


P24 


Dr. Donald H. Gahagen, Fort Lauderdale, is 
the new president of the American Cancer Soci- 
ety, Florida Division. Other officers named at 
the recent meeting in Orlando are Dr. Paul J. 
Coughlin, Tallahaseee, first vice president, and 
Dr. Joseph J. Zavertnik, Miami, third vice presi- 
dent. 
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Dr. Clyde F. B. Smith of Miami Beach spoke 
on “Medical Aspects of Atomic Warfare,” at a 
meeting of the North Shore Lions Club on Octo- 
ber 18. 

a 

Dr. James V. Freeman of Clearwater spoke 
at the October meeting of the Tampa Society of 
X-ray Technicians. His subject was radium. 

Sw 

Dr. Lewis T. Corum of Tampa was chairman 
of a forum planning committee for a series of 
open discussions presented by the Guidance Cen- 
ter of Hillsborough County. Dr. Samuel G. 
Hibbs, also of Tampa, was a member of the com- 
mittee. 

4 

Dr. Walter C. Payne Sr. of Pensacola was 
elected president of the Gulf Coast Clinical So- 
ciety at the Fourteenth Annual Convention, and 
Dr. Barkley Beidleman, also of Pensacola, was 
elected secretary-treasurer. 

—_ 

Dr. C. Ashley Bird of Jacksonville has re- 
turned to his practice after attending the meetings 
of the Congress of Neurological Surgeons in 
New York, November 3-6. 

4 

Dr. Ashbel C. Williams was moderator and 
Drs. Joseph A. J. Farrington, Milton C. Mal- 
oney, and C. Burling Roesch were members of 
a panel which discussed cancer and the progress 
being made in the fight against the disease at 
the Pythian Center in Jacksonville on Octo- 
ber 25. 

4 

Drs. Charles McD. Harris Jr. of West Palm 
Beach, George H. McSwain of Daytona Beach, 
and Walter A. Derrick of Orlando were among 
the speakers at the annual meeting of the Flori- 
da Division, American Cancer Society, held in 
Orlando, October 8-10. 

a 

Dr. Edgar A. P. Kellerman of West Palm 
Beach spoke on community health needs at the 
weekly luncheon meeting of the Soroptimist Club 
of that city on October 6. 

oa 

Dr. Leon H. Manheimer of Miami Beach gave 
a brief talk on cancer at a meeting of the 52 
Association of Greater Miami on October 14. 

ya 

Dr. Ashbel C. Williams of Jacksonville has 
been named director of the American Cancer So- 
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ciety from Region 3. The election took place at 
the annual meeting of the society in New York 
recently. 
74 
Dr. Francis A. Reed of Miami Beach spoke 
on “Heart Disease” at a meeting of the Bal 
Harbour Rotary Club on October 7. 
-—2 
Dr. Ben J. Sheppard of Coral Gables spoke 
on polio at the meeting of Holy Family School 
Parents’ Club on October 12. 


Dr. Carol C. Webb of Pensacola was honored 
on October 8 when the library at the Medical 
Center Clinic in that city was dedicated to him. 

Sw 

Dr. Bernard D. Ross of Miami spoke at a 
meeting of the Miami Multiple Sclerosis Associa- 
tion on October 10. Dr. Ross is a member of the 
association’s medical advisory board. 


4 
Dr. Willett E. Wentzel of Bradenton spoke on 
“Hospital Ethics” at a meeting of the Me- 
morial Hospital Auxiliary in October. 
oa 
Dr. Wilson T. Sowder of Jacksonville was 
named Florida delegate to the American Public 
Health Association at the meeting of the Florida 
Public Health Association held in Miami Beach 
in October. 
y—4 
Dr. Paul N. Unger of Miami Beach spoke on 
heart disease at a meeting of a Miami Beach 
chapter of the Disabled American Veterans in 
October. 
ya 
Dr. Irwin S. Leinbach of St. Petersburg spoke 
at an assembly of Junior College students on Oc- 
tober 6. 
Sw 
Dr. Jacob Neber of Miami has returned to 
his practice after participating in the Fifth Inter- 
national Congress of Hematology at The Sor- 
bonne, Paris, France, September 6-13. 
P24 
At a recent meeting of the Florida Public 
Health Association in Miami Beach, Dr. Joseph 
M. Bistowish Jr. of Tallahassee was elected first 
vice president. Dr. George A. Dame of Jackson- 
ville was re-elected president of the Florida 
Academy of Preventive Medicine. Dr. Turner E. 
Cato of Miami was chosen vice president of this 
organization, and Dr. Lorenzo L. Parks of Jack- 
sonville, secretary-treasurer. 
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Dr. Carlos P. Lamar of Miami was a guest 
speaker at the First Annual Meeting of the 
Cuban Endocrine Society in Matanzos, Cuba, on 
October 16. He spoke on “A New Interpreta- 
tion of the Roles of Sugars, Proteins and Fats 
in the Physiopathology and in the Control of 
Diabetes Mellitus.” 

Dr. Lamar was a guest speaker at the Geria- 
trics Symposium of the American Geriatrics Asso- 
ciation at the Hotel Roosevelt, New York, No- 
vember 12-13. His subject was “The Use of 
Cortisone in the Palliative Treatment of Ad- 
vanced Carcinoma.” 

vw 

Dr. F. Gordon King of Jacksonville took a 
postgraduate course in ‘“‘Advances in Surgery” at 
the University of Pennsylvania School of Medi- 
cine in October. 

vw 

The new edition of the American Medical 
Directory is now in galley form, and it is ex- 
pected that the book will be ready for delivery 
about the middle of 1955, according to Frank V. 
Cargill, Director of Records and Circulation for 
the A.M.A. The previous edition was published 
in 1950. 

A directory information card has been mailed 
to every physician in the United States, its de- 
pendencies, and Canada, requesting information 
to be used in compiling the new Directory. Phy- 
sicians receiving an information card should fill 
it out and return it promptly regardless of 
whether any change has occurred in any of the 
points on which information is requested. There 
is no charge for publishing the data, nor are 
physicians obligated in any way. 

Sw 

Dr. Lewis T. Corum of Tampa was installed 
as president of the Florida Pediatric Society 
at the October meeting of the Society in St. 
Petersburg. Dr. Wesley S. Nock of Coral Gables 
was elected president-elect, and Dr. Joel V. Mc- 
Call Jr. of Daytona Beach was elected secretary- 
treasurer. Drs. C. Jennings Derrick of West Palm 
Beach and J. K. David Jr. of Jacksonville were 
named to the executive committee. 

4 

Dr. Lawrence E. Geeslin of Jacksonville took 
part in a television panel discussion on Commu- 
nity Chest-United Fund Benefits in September. 

aw 

Dr. Floyd K. Hurt of Jacksonville spoke at 
he opening fall meeting of the Woman’s Auxiliary 
0 the Duval County Medical Society. He dis- 
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cussed various phases of medical costs in the 
United States. 
wv 

The eighteenth annual meeting of the New 
Orleans Graduate Medical Assembly will be held 
March 7-10, 1955. Eighteen outstanding guest 
speakers will participate and their presentations 
will be of interest to both specialists and general 
practitioners. The Assembly has planned another 
interesting postclinical tour to follow the meet- 
ing. 

Details of the meeting and the tour are avail- 
able at the office of the Assembly, Room 103, 
1430 Tulane Ave., New Orleans 12. 

4 

Dr. Lillian C. Mark of Jacksonville has been 
named by the Jacksonville Business and Profes- 
sional Woman's Club to receive a merit award 
for achievement in the field of medicine. 

vw 

The Texas Medical Center at the University 
of Texas in Houston, which has been tracing the 
interest in cancer in medical societies, has in- 
formed the Association that Florida’s Cancer 
Control Committee was one of the first to be 
established. The Committee was established by 
action of the House of Delegates on May 2, 1933. 

vw 

Dr. Samuel M. Wells of Jacksonville spoke at 
the September meeting of the Duval County 
Muscular Dystrophy Association. His subject 
was the research now being done in this field. 

Tw 

Dr. Sullivan G. Bedell of Jacksonville took 
part in a panel discussion on the work of the 
Governor’s Committee on Training and Research 
in Mental Health at the September meeting of 
the Northeast Florida Association for Mental 
Health. -—4 

The First Annual Meeting of the Texas 
Geriatrics Society will be held in January 1955 
at the Southwestern Medical School Center on a 
Saturday and Sunday. All business of the society 
and the nomination of officers will be held on 
Saturday, and the scientific program and election 
of officers will be held on Sunday. 

A program is being arranged which will cover 
the subjects of Geriatrics, Gerontology and the 
Welfare of the Aged, with two speakers from out- 
of-state medical schools and four from Texas 
medical schools. 

Further information may be obtained from 
the president, Henry H. Niehuss, M.D., Long- 
view, Tex. 
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Dr. Rothwell C. Polk of Jacksonville spoke on 
“Cancer of the Breast” before the Women’s Mis- 
sionary Union of the Hogan Baptist Church in 
that city on November 2. 


v4 


A postgraduate course on Venereal Disease for 
Practicing Physicians is to be offered Jan. 31-Feb. 
4, 1955, by the Division of Graduate Medicine 
of Tulane University School of Medicine with the 
cooperation of the United States Public Health 
Service. All aspects of the venereal disease pro- 
blem will be covered by nationally known author- 
ities in this field. The course is approved by the 
American Academy of General Practice and no 
tuition fee will be charged. Further information 
can be obtained from the Director of Graduate 
Medicine, 1430 Tulane Ave., New Orleans 12. 


P24 


Dr. John G. DuPuis of Miami has just com- 
pleted a book entitled, ‘Early Medical History of 
Dade County.” It is expected that the book will 
be off the press about December 15. Dr. DuPuis 
has been doing research and writing on the book 
for three years. 


In Viewing the VA Medical Program... 


] 
| | 
VA patients discharged during 1951 


i 
} 8 10,838 2 sn) 
7 NP 31,143 7.1% % % of NSC cases 


391,014 90.4% 





non-service 
connected 
432,995 


é service 
connected 
78,900 





TOTAL... 511,895 100.0% 


Of 511,895 patients discharged from VA 
hospitals in 1951, only 15.4% were treated 
for illnesses or injuries incurred as a result 
of military service. Physicians believe it is 
unsound to continue authorization of “free” 
lifetime medical care for those who suffer 
no mishap while in uniform, while other 
citizens with no military background must 


pay their own way. 


WANTED — FOR SALE 





Vo_ume XLI 
NuMBER 6 


Ten full scholarships for Florida professional 
people to attend the Yale University School of Al- 
cohol Studies are offered by the new Florida State 
Alcoholic Rehabilitation Program. 

Ernest A. Shepherd, administrator of the pro- 
gram, has announced that the scholarships will 
cover tuition, room and board for the summer ses- 
sion which ordinarily runs from July 5 through 
July 29. The scholarships are open to doctors of 
medicine, public health officials, social workers, 
educators, clergymen, and other persons interested 
in alcoholism. Final approval for all applications 
is made by the Alcoholic Rehabilitation Program 
Advisory Council and the Yale Committee on 
Admissions. 

The Yale School of Alcohol Studies offers an 
intensive orientation in the modern research on 
the problems of alcohol. The Yale School session 
consists of lectures by authorities in the field of 
alcoholism and special interest seminars. The 
enrollment is limited to 150 students selected from 
throughout the nation. 


WANTED —- FOR SALE 


Advertising rates for this column are $5.00 per 
| insertion for ads of 25 words or less. Add 20c for 
each additional word. 








INTERNIST-ALLERGIST: Desires association or 
group. University training. Age 45. Florida license. 
| Priority IV. Available immediately. Consider any 
Write 69-135, P.O. Box 1018, Jacksonville, 


opening. 
Fla. 

WANTED: General Practitioner for group prac- 
tice in southeast coast area. No surgery, obstetrics 
required. Write 69-138, P.O. Box 1018, Jacksonville, 
Fla. 
RADIOLOGIST: (Diagnosis, therapy). American 
graduate. Florida license. Available July 1955. Board- 


eligible. Trained leading Southern University Center. 
|Family. No military commitments. Interested hos- 
| pital or association. Write 69-139, P.O. Box 1018, 


ASSISTANT: Or Associate. Available immedi- 
|ately. Age 36, married. One year ob-gyn, one year 
pathology, four years general surgery. Florida license. 
Write 69-140, P.O. Box 1018, Jacksonville, Fla. 


Jacksonville, Fla. 








WILL RELIEVE: General practitioner, Miami, 
| Dec. 27-Jan. 14. Medical College of Virginia graduate, 
| 1951, one year rotating internship, one year g.p., now 
| in surgical residency. Florida license. Reply Box 38, 

1601 Perdido St., New Orleans, La. 
| 


RETIRING: Because of ill health. Giving prac- 
ltice and office equipment to Doctor buying my 
home. Fishing resort. Write 69-141, P.O. Box 1018, 
Jacksonville, Fla. 


SURGEON: Young, Board eligible in December, 
| married, Category IV, desires association with estab- 
lished surgeon, group or hospital requiring general sur- 
geon. Florida licensed. Available January. Write 
69-142, P.O. Box 1018, Jacksonville, Fla. 
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COMPONENT SOCIETY NOTES 





Broward 
The Broward County Medical Association has 
paid 100 per cent of its state dues for 1954. 


Dade 

The regular monthly meeting of the Dade 
County Medical Association was held on October 
5 at the Miami Woman’s Club. 

At the regular monthly meeting on November 
2, Dr. Robert B. Lawson, Professor of Pediatrics, 
University of Miami School of Medicine, spoke 
n “Treatment of Tetanus.” 


Duval 

The regular monthly meeting of the Duval 
County Medical Society was held on October 5 
at which time Dr. Mason Romaine III spoke on 
“Diuresis in Conjunctive Heart Failure.” 

At the regular monthly meeting held on No- 
vember 2, Dr. Nelson A. Murray spoke on 
“Protein Bound Iodine, A Newer Aid in Medical 


Diagnosis.’ 


Lake 

The new officers of the Lake County Medical 
Society are: Dr. Louis R. Bowen, Eustis, presi- 
dent; Dr. Raymond A. Debo, Eustis, vice presi- 
dent; and Dr. J. Basil Hall, Tavares, secretary- 
treasurer. 

Lee-Charlotte-Collier-Hendry 

At the regular meeting of the Lee-Charlotte- 
Collier-Hendry County Medical Society held in 
Punta Gorda on October 18, Dr. Michael A. 
DiCosola of Sarasota was the guest speaker. 

Leon-Gadsden-Liberty-Wakulla-Jefferson 

The Leon-Gadsden-Liberty-Wakulla-Jefferson 
County Medical Society met on October 21 at the 
Sawano Club in Quincy. Guest speakers for the 
evening were Dr. George T. Harrell Jr., Dean of 
the College of Medicine of the University of 
Florida, and Dr. P. A. Foote, Dean of the College 
of Pharmacy. Dr. Harrell spoke on the physical 
and administrative aspects of the college, and Dr. 
Foote spoke on the objectives in the progress of 
the bureau of public relationship. 


_Announcing The Eighteenth Annual Meeting of 
THE NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


Conference Headquarters - Munici pal Auditorium - March 7-10, 1955 


GUEST SPEAKERS 

Donald H. Stubbs, M.D., Washington, D. C. 
Anesthesiology 

Marcus R. Caro, M.D., Chicago, Ill. 
Dermatology 

Joseph B. Kirsner, M.D., Chicago, Il. 
Gastroenterology 

Willis E. Brown, M.D., Little Rock, Ark. 
Gynecology 

Tinsley R. Harrison, M.D., Birmingham, Ala. 
Internal Medicine 

Donald W. Seldin, M.D., Dallas, Tex. 
Internal Medicine 

William A. Sodeman, M.D., Columbia, Mo. 
Internal Medicine 

Leonard T. Furlow, M.D., St. Louis, Mo. 
Neurosurgery i. : 

Thaddeus L. Montgomery, M.D., Philadelphia, Pa. 
Obstetrics 


F. Bruce Fralick, M.D., Ann Arbor, Mich. 
Ophthalmology 

George J. Garceau, M.D., Indianapolis, Ind. 
Orthopedic Surgery 

Jerome A. Hilger, M.D., St. Paul, Minn. 


Otolaryngology 

William Boyd, M.D., Toronto, Canada 
Pathology 

Louis K. Diamond, M.D., Boston, Mass. 
Pediatrics 

H. Dabney Kerr, M.D., Iowa City, Iowa 
Radiclogy 

B. Marden Black, M.D., Rochester, Minn. 
Surgery 

Charles B. Puestow, M.D., Chicago, Il. 
Surgery 

Hugh J. Jewett, M.D., Baltimore, Md. 
Urology 


LECTURES, SYMPOSIA, CLINICOPATHOLOGIC CONFERENCES, ROUND-TABLE LUNCHEONS, MEDICAL 
MOTION PICTURES, SCIENTIFIC EXHIBITS AND TECHNICAL EXHIBITS. 
CAll- inclusive registration fee — $20.00) 


THE POSTCLINICAL TOUR TO EUROPE BY PLANE AND SHIP 
Departure from New York, March 12 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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Manatee 
The Manatee County Medical Society has 


paid 100 per cent of its state dues for 1954. 


Marion 
The regular monthly meeting of the Marion 


County Medical Society was held on October 
19 at the Elks Club in Ocala. Dr. Raymond Arp 
of Atlanta, Ga., was the guest speaker, and his 
subject was “Allergic Principles in General 
Practice.” 


Pinellas 
Officers of the Pinellas County Medical Socie- 


ty for 1955 are Drs. Clyde O. Anderson, St. 
Petersburg, president; Daniel F. H. Murphey, St. 
Petersburg, president-elect; Richard Reeser Jr., 
St. Petersburg, first vice president; Claude G. 


OBITUARIES 
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Hooten Jr., Clearwater, second vice president; 
and Whitman C. McConnell, St. Petersburg, se- 
cretary-treasurer. 

The Society opened its fiscal year with a meet- 
ing in St. Petersburg on November 1. Speaker 
was Senator Spessard Holland, and members of 
the Hillsborough, Manatee and Sarasota County 
Medical Societies were invited to attend the 
meeting. 


Polk 
Dr. James L. Bradley of Fort Myers spoke 
on “Problems of the Veterans Administration” 
at the fall dinner of the Polk County Medical 
Society held on October 13 at the Lakeland 
Yacht and Country Club. 


OBITUARIES 


Bascom Headen Palmer 


Dr. Bascom Headen Palmer of Miami died 
at his home on Sept. 2, 1954, after a long illness. 
He was 64 years of age. 


A native Floridian, Dr. Palmer was born in 
Lake City in 1889. From a family known in the 
annals of the state chiefly in legal circles, he was 
the son of the late Judge B. H. Palmer. In 1914, 
he was graduated from the Tulane University of 
Louisiana School of Medicine as president of his 
class. Shortly after he won the degree of Doctor 
of Medicine, he entered military service. He 
served during World War I as a captain in the 
United States Air Force. 


Dr. Palmer received his license to practice 
medicine in Florida in 1915. In the early twen- 
ties he practiced in Tampa. After completion of 
graduate work at the University of Pennsylvania, 
he located in Miami in 1923, opening practice 
there in the fields of ophthalmology and otolaryn- 
gology. In 1928 he was certified by the Ameri- 
can Board of Ophthalmology and thereafter con- 
fined his practice to ophthalmology. 


Locally, Dr. Palmer was a leader profession- 
ally and also in many community projects. When 
the University of Miami was first established in 
1926, he became a trustee and in recent years 
was active in helping to establish the medical 
school there. He was also a trustee of the Dade 
County Blood Bank and adviser to the Dade 


County Health Department. A particular interest 
was the Lighthouse for the Blind, which he 
served for many years as a director and for 
which he donated the site. Another was the 
Florida Council for the Blind, of which he was 
a past president. 

Dr. Palmer was a former national consultant 
of the National Society for the Prevention of 
Blindness. Recently he received a citation from 
President Eisenhower’s committee for the physi- 
cally handicapped. He won recognition from the 
Miami Chamber of Commerce for similar service 
and also was the recipient of service plaques 
from the Dade County Blood Bank and the 
Miami Rotary Club, of which he was a member. 

A member of the Dade County Medical Asso- 
ciation, Dr. Palmer had been a member of the 
Florida Medical Association for 29 years. He 
also held membership in the American Medical 
Association, the Southern Medical Association, the 
American Academy of Ophthalmology and Oto- 
laryngology and the Florida Society of Ophthal- 
mology and Otolaryngology, of which he was a 
past president. In addition, he was a fellow of 
the American College of Surgeons. 

Surviving are the widow, Mrs. Helen E. Palm- 
er; two daughters, Mrs. Robert Kurtz and Miss 
Nancy Palmer; and two grandchildren, all of 
Miami; also, one brother, G. O. Palmer, of Miami 
Beach. 
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Amebiasis a’ Poorly Reported Disease 


Until serious complications arise, 


amebiasis may pass unrecognized and 


patients receive only symptomatic treatment. 


Although amebiasis is a disease with serious 
morbidity and mortality, statistics on its inci- 
dence! are incomplete because its manifestations 
are not commonly recognized and consequently 
not reported. 

“Vague symptoms? referable to the gastrointes- 
tinal tract, such as indigestion or indefinite abdom- 
inal pains, with or without abnormally formed stools, 
may result from intestinal amebiasis. Not infre- 
quently in cases in which such symptoms are ascribed 
to psychoneurosis after extensive x-ray studies have 
been carried out, complete relief is obtained with 
antiamebic therapy.” 

To prevent possible development of an inca- 
pacitating or even fatal illness and to eliminate a 
reservoir of infection in the community, diagnos- 
ing and treating? even seemingly healthy “‘car- 
riers” and those having mild symptoms of ame- 
biasis is advised. 

Early diagnosis! is important because infection 
can be rapidly and completely cleared, with the 
proper choice of drugs and due consideration for 
the principles of therapy. For treatment of the 
bowel phase these authors find Diodoquin ‘‘most 
satisfactory.” 

For chronic amebic infections, Goodwin‘ finds 
Diodoquin to be one of the best drugs at present 
available. 

Diodoquin, which does not inconvenience the 
patient or interfere with his normal activities, may 
be used in the treatment of acute or latent forms 
of amebiasis. If extraintestinal lesions require 
the use of emetine, Diodoquin may be admin- 
istered concurrently. It is a well tolerated and 
relatively nontoxic orally administered ameba- 
cide, containing 63.9 per cent of iodine. 

Diodoquin (diiodohydroxyquinoline), available 
in 10-grain (650 mg.) tablets, reduces the course 
of treatment to twenty days (three tablets daily). 
Treatment may be repeated or prolonged without 





Endamoeba histolytica (trophozoite). 


serious toxic effect. It is accepted by the Council 
on Pharmacy and Chemistry of the American 
Medical Association. G. D. Searle & Co., Re- 
search in the Service of Medicine. 





1. Hamilton, H. E., and Zavala, D. C.: Amebiasis in Iowa: 
Diagnosis and Treatment, J. lowa M. Soc. 42:1 (Jan.) 1952. 


2. Goldman, M. J.: Less Commonly Recognized Clinical Fea- 
tures of Amebiasis, California Med. 76 :266 (April) 1952. 


3. Weingarten, M., and Herzig, W. F.: The Clinical Manifesta- 
tions of Chronic Amebiasis, Rev. Gastroenterol. 20:667 (Sept.) 
1953. 

4. Goodwin, L. G.: Review Article: The Chemotherapy of 
Tropical Disease: Part I. Protozoal Infections, J. Pharm. & 
Pharmacol. 4:153 (March) 1952. 
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WOMAN’S AUXILIARY 


TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICER 

Mrs. Ricuarp I’, Stover, President.............../ Miami 
Mrs. SaMmueEt S. Lomsarpo, President-elect... .Jacksonville 
Mrs, Avbert G. Love IV, Ist Vice Pres....... Gainesville 
Mrs. Cuarctes McD. Harris Jr., 2nd Vice Pres..W. P. Bch. 
Mrs. WitiiaM D. RoGers, 3rd Vice Pres....Chattahoochee 
Mrs. Joun P. Ferrevr, 4th Vice Pres......St. Petersburg 


Mrs. Scottie J. Witson, Recording Sec’y..l't. Lauderdale 
Mrs. WititaM .\. Hopces Jr., Correspond. Sec’y. Lakeland 


Mrs. Enpwarp W. Cutvipner, Treasurer.........../ Miami 
Mrs. C. Russert Morcan Jr., Parliamentarian...../ Miamt 
DIRECTORS 
Bee. C. Banger DEARMAB. . cece cccccoscs Daytona Beach 
ee: DERMOID, Gi. CEES 6.00000. 8cscesiossaveeves Tampa 
ee ee i a er Cocoa 


COMMITTEE CITAIRMEN 
Mrs. Georce H, Purnam, Archives & History. .Gainesville 





Mrs. Joseru D,. Brown, Bulletin............. Fort Myers 
Mrs. Ropert G. Neti, Editorial, Medaux....... Orlando 
Mrs. Wixcarp L. FirzGeracn, Finance............! Miami 
Mrs. Russet. B. Carson, Legislation... ./ort Lauderdale 
Mrs. 7 =N M. Stxron, Members at Large.........- Sebring 
Mrs. Avbert G. Love IV, Organization........ Gainesville 
Mrs. Joseru J. Daversa, Program........ W. Palm Beach 
Mrs. S. James Beare, Public Relations....... Jacksonville 
Mxs. Nectson A. Murray, Rev. & Resolutions . .Jacksonville 
Mrs. |.kE RoGers Jr., Southern Med. Aux......... Cocoa 


Mrs. Ratpu S. Saprenrierp, Student loan Fund. .Miami 
Mrs. T. Berr Frercuer Jr., Today’s Health. . Tallahassee 





Mrs. Lucien Y. Dyrenrortiu, Am. Med. Ed. 

I eae puncldesios eebiPeewncamekeeet Jacksonville 
Mrs. AuGustine S. Weekiey, Nurse Recruitment. .7ampa 
Mrs. Suerrev I). Parton, Civil Defense.......... Sarasota 
Mrs. Cuartes A. Brown, Mental Iealth...Daytona Beach 
Mrs. Georce Il. Anperson, Hospitality... ... St. Petersburg 


Mrs. Thomas I’, McDantet, Circulation, Medaux.Sanford 
Mrs. Witttam I. Smitru, Advertising, Medaux 
Coral Gables 


Mrs. Jack I, Scuaper, State Ed., Medaux....... Orlando 
Mrs. Frank M. Paritsu, County Ed., Medaux....Orlando 
Mrs. James N. Parrerson, Doctors’ Day.......... Tampa 
Mrs. erry D. Metvin, Jane Todd Crawford Loan 

PRE Site tb thie en ntsc pend eeedwnekedegdaen Miami 
Mrs. Davin R. Murpury Jr, Research and Romance of 

NE is ccn\ncend ska hiig OO ARGOS SAT KAteR Cc amaialas Tampa 
Mrs. A. Frep Turner Jr., Nominating........... Orlando 











Planning Projects, Past, Present and Future 

Each year as we approach the Christmas Sea- 
son and the New Year, it seems a good time to 
stop and take stock of what we have done, what 
we are doing and what we plan to do through 
the rest of this Association and Auxiliary year 
and in years to come. So this December article 
will be devoted to these reflections. 

The year’s accomplishments that are finished 
as of now include the American Medical Associa- 
tion Clinical Session in Miami, in which the Aux- 
iliary took its share of planning and action; the 
four District Workshop Meetings held in conjunc- 
tion with the Association District Meetings at 
which about 275 women in all were present; the 
district meeting of Future Nurses’ Clubs in Dis- 
trict C under the chairmanship of our Nurse Re- 
cruitment Chairman, Mrs. Augustine S. Weekley, 
at which over 100 students were present; the 
mid-year board meeting in St. Petersburg under 
the chairmanship of our Hospitality Chairman, 
Mrs. George H. Anderson; the beginning of the 
distribution of our pamphlets on Good Health 
Insurance and our distribution for the Associa- 
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tion of two booklets, ‘FMA, Facts, Methods and 
Activities,’ and “A Positive Public Relations 
Program.” 

At the present, work on the redecorating of 
the Duval Brewster School of Nursing sitting 
rooms is going forward, and books are being 
bought for this library to bring it up to standard 
as a Nursing School Library. The Health Fair 
for the Public in Miami is on with the A.M.A., 
F.M.A. and D.C.M.A. auxiliaries collaborating in 
the first showing of a nurse recruitment exhibit. 
The pamphlets on Good Health Insurance are be- 
ing distributed through this fair; collections of 
sums for the American Medical Education Foun- 
dation are being made in many auxiliaries, and 
plans are being made for the Christmas gifts to be 
sent to our Florida State Hospitals and Farm 
Colony. Materials of occupational therapy for 
these state institutions are being gathered. 

All of our component auxiliaries have started 
their meetings and are well underway with the 
national, state and local programs and projects. 
Three issues of the Medaux have been finished; 
the last of these is in the mail at this time. Loans 
have been made to component auxiliaries to allow 
them to send a student to nursing school and $200 
has been added to this fund from our budget 
this year. 

Plans have been completed for future partici- 
pation of component auxiliaries in future projects 
to be done before the end of the auxiliary year. 
The nurse recruitment exhibit now on display at 
the Health Fair in Dade County will be kept in 
Florida and will have two further showings: the 
Florida State Fair in Tampa, February 5-19, and 
the Florida Medical Association Convention and 
Annual Meeting in St. Petersburg, April 3-6. 

Today’s Health Exhibits will also be shown at 
these two meetings, and a special drive to obtain 
subscriptions from every doctor in the state will 
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Pictured at the Midyear Board Meeting and Conference of County Presidents and Presidents-elect held in St 
Petersburg, September 21-22, are F.M.A. President Duncan T. McEwan, Orlando; Auxiliary President Mrs. Richard 
F. Stover, Miami; Mrs. McEwan; and Dr. Charles R. Sias, Orlando, a member of the F.M.A. Committee on Ad 
visory to the Woman’s Auxiliary. 


be made from December through April. A spot 
check of the use of Today’s Health by patients in 
the doctor’s office waiting room in Florida shows 
that five patients per day (23 days per month) 
use this magazine and thereby obtain some good 
health information while waiting to see their doc- 
tors. This sums up to 115 patients per month who 
obtain correct and factual information while wait- 
ing for their doctors. The problem here is that so 
very few of the doctors in Florida have copies of 
Today’s Health available in their waiting rooms, 
and the Auxiliary hopes by April to have copies 
in every doctor’s office waiting room throughout 
the state. 

Plans are in the making for a fine convention 
in St. Petersburg, April 3-6, and although these 
jlans are as yet tentative, the annual Auxiliary 
luncheon will be set up for both the doctors and 
their wives this year with a nationally known 
peaker, Governor Georne N. Craig, of Indiana. 

This is but a partial report of what has been 
lone, is being done and is planned for the future. 
)f one particular point we can be sure, and that 
s that the fine cooperation of the F.M.A. offi- 


cers, advisory committee, office staff and person- 
nel will be continued. The Auxiliary appreciates 
this cooperation and realizes what it means in 
terms of time, advice and interest on the part of 
the Florida Medical Association. We can also be 
sure on another particular point, and that is that 
the Florida Auxiliary with all its component parts 
will continue to serve the Florida Medical Asso- 
ciation, the county auxiliaries and act as liaison 
between them and the American Medical Associ- 
ation Auxiliary. 

After having put down all of the above proj- 
ects, the one and only project left is, to me, the 
most important. Year by year, day by day and 
hour. by hour your Auxiliary continues to work 
for patient understanding and true friendship be- 
tween doctors’ families throughout Florida, and 
we believe that we work at this with a good deal 
of success. This, I believe, is our real worth. 

Merry Christmas and a New Vear filled with 
friendship, understanding, tolerance, peace and 
contentment. 


Mrs. Richard F. Stover, President 
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EIGHTY-FIRST ANNUAL MEETING A Methodological, Psychiatric and Statistical 
Study of a Large Swedish Rural Population. k 
FLORIDA MEDICAL ASSOCIATION By Tage Larsson and Torsten Sjogren. Pp. 250. Copen- t 
hagen. Ejnar Munksgaard, 1954. t 
ST. PETERSBURG This study comes from the Department of Psychiatry, t 
Karolinska Institutet Medical School, University of Stock- b 
APRIL 3-6, 1955 holm (Head: Professor Torsten Sjogren, M.D.). Its aim : 
is to make a statistical and genetic analysis of psychoses , 
and low grade oligophrenia over a relatively long period a 
and in a geographically limited area, the period method of fi 
investigation being used. The study was planned and | 
carried out in such a way that it has been possible to ss 

make, besides a research on the prevalence of psychoses 
and low grade oligophrenia in the general population, also p 
an analysis of the frequency and morbidity risks of mental 7 
disorders among the parents and sibs of psychotic and si 


oligophrenic probands. 

Sweden offers particularly favorable possibilities for 
population studies and family investigations in the field of - 
psychiatry. For a very long time careful statistics of the G 
population have been kept in that country, and cases of 
mental disease and mental deficiency must, according to 


















the law, be recorded in the parish registers. The popula- Pi 
tion is relatively homogeneous, and the social and economic 07 
class differences are comparatively small. The material U 
used in this study covers 45 years of registration for a th 
NO finer name rural Swedish area with about 25,000 inhabitants, and = 
° Wy comprises 1,312 registered cases of psychosis, severe psy- pe 
wm contraceptives chopathy, low grade oligophrenia and suicide. The re- Ne 
sults of the investigation are being published in two parts, 
active ingredients: ° e ° ° . 
needa ae of which this book is the first part. It deals with methods lat 
Sodium Oleate 0.67% and basic material, analysis of the material with reference “a 
_ FREE... to completeness, homogeneity and representative character, Me 
: Serine te tat 9 the results concerning age of onset of the disease, hospitali- a 
: Peekskill, be ga ms. Cape. a = zation and mortality, and concerning the morbidity risks in 
‘ Please send: Full Size $1.50 Combination Package : = the general population. Later, » second ous wil deal a 
: — Free—Cooper Creme/Dosimeter. * with the results of the family investigation relating to the pes 
: ene M.D : morbidity risks for parents and sibs of 1,028 psychotic, of 
: “"§ psychopathic and oligophrenic probands, and the results am 
: Address : of the clinical and genetic analysis of the material (T. sch 
: City Zone. State ! Sjégren and T. Larsson: A Genetic, Clinical and Statis- = 
: Whittaker Laboratories, Inc., Peekskill, New York : tical Study of Psychoses and Oligophrenia in a Large 
its na . : Swedish Rural Population). 
= 
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Disorders, Alcoholism and Drug Habituation 
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Florida Hospital Association 
Founded 1927 by American Psychiatric Hospital Institute 

Charles A. Reed 
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Information on Request 
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Illustrated Review of Fracture Treatment. 
By Frederick Lee Liebolt, A.B., M.D., Sc.D., LL.D. Pp. 
229. Price, $4.00. Los Altos, Calif., Lange Medical Pub- 
lications, 1954. 


This review is intended to illustrate and to discuss, 
briefly and systematically, the principal features concerning 
the diagnosis and treatment of fractures. It has been writ- 
ten for the medical student, the house officer, and the gen- 
eral practitioner. There has been no attempt to make the 
book comprehensive or complete in all details, nor has it 
been written to promote discussion. It is to serve instead 
as a supplement to the standard texts in the field. The 
first three of the 17 chapters deal with Anatomy and Phy- 
siology, Clinical Examination of Fractures, and Principles 
of Treatment of Fractures; the remaining chapters with 
fractures of the head and face, vertebral column, thorax, 
shoulder, arm, elbow, forearm, wrist, hand, pelvis, hip 
and thigh, knee, leg, ankle, and foot, in the order named. 


The author is Attending Surgeon in Charge of Ortho- 
pedics, the New York Hospital; Attending Orthopedic 
Surgeon, Hospital for Special Surgery; and Associate Pro- 
fessor of Clinical Surgery (Orthopedics), Cornell Univer- 
sity Medical College. 


Planning Florida’s Health Leadership: A Sum- 
mary. By Russell S. Poor, Ph.D. Pp. 93. Price, $1.50. 
Gainesville, Fla., University of Florida Press, 1954. 


This Summary is the first volume of a series of vol- 
umes, edited by Louis J. Maloof, under the general title 
Planning Florida’s Health Leadership. It presents an 
over-all picture of the pioneer project conducted at the 
University of Florida by the Medical Center Study. After 
the state legislature in 1949 authorized the establishment 
of schools of medicine and nursing at the University of 
Florida, this Study was inaugurated, and its werk made 
possible by a grant from the Commonwealth Fund of 
New York. 


In bestowing the grant during the presidency of the 
late Dr. J. Hillis Miller, the Commonwealth Fund said: 
“The University of Florida is thinking like a university. 
Charged by the state legislature to develop schools of 
medicine and nursing in a medical center, it has taken 
steps to fit the center not merely to the university matrix 
in which it will operate but to the state whose health 
needs it must serve. It has begun a broad-gauge study of 
the state and of the resources already present in the uni- 
versity which can and should be woven into the pattern 
of medical education. . . . The time is short and the task 
ambitious, but the effort to think out what a medical 
school ought to be and do before a staff is hired and 
building plans are fixed is all but of unheard of in the re- 
cent history of American medical education.” 
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Aware of the ever greater emphasis medicine is plac- 
ing upon the total health of man — physical, psychological, 
and social — the Study has planned a program designed to 
produce the best possible training for the Florida medical 
student. Subsequent volumes will detail the processes 
which will enable The J. Hillis Miller Health Center to 
utilize existing resources and to make the greatest con- 
tribution to the University, the community, and the State 
of Florida. 


Dr. Russell S. Poor, author of volume 1 of the Medical 
Center Study Series, is Provost of The J. Hillis Miller 
Health Center. A distinguished educator and scientist, 
he was chairman of the University Relations Division of 
the Oak Ridge Institute of Nuclear Studies and research 
associate of the National Science Foundation before com- 
ing to the University of Florida to direct the Medical 
Center Study. 


The Physician and His Practice. Edited by 
Joseph Garland, M.D. Pp. 270. Price, $5.00. Boston, 
Little, Brown and Company, 1954. 


This book is a collection of essays by 18 authorities in 
their respective fields, each making his original contribu- 
tion to the understanding if not always to the immediate 
solution of the special problem on which he writes. While 
it is planned primarily as a source book of information 
for the young doctor, it is also a book that practitioners 
of longer standing will find of value in reviewing their 
methods of practice, their material equipment, and the 
resources of the communities in which they live and work. 


Proper emphasis is placed on the character and per- 
sonality of the physician and the standards expected of 
him — and of his wife — in relation to the two important 
circles in which they move: the intimate family circle 
and the larger community circle. Here defined are the 
fields that medicine now encompasses, with discussions 
of the various types of activities they offer, the necessity 
of hospital affiliations, the place of organization and or- 
ganizations in the profession, and the physician’s need for 
continued study — for gaining knowledge and for impart- 
ing it. Certain chapters are devoted to the business con- 
siderations of medical practice, in an effort to help the 
physician appreciate the importance of conducting the 
business of his profession in a clear and orderly fashion, 
acceptable to himself, to his patients, and to the tax 
collector —a major contribution to good public relations 
in medicine. 


The editor, Dr. Joseph Garland, is the editor of The 
New England Journal of Medicine, and the list of dis- 
tinguished contributors contains important names in medi- 
cine. Their advice on many matters should be most wel- 
come and helpful to many physicians. 


% 








# MIAMI MEDICAL CENTER 


P. L. DODGE, M.D. 
Medical Director and President 


1861 N. W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Modern 
diagnostic and treatment prosetuass — Tee 
therapy, Insulin, Electroshock, Hydrotherapy, 
Diathermy and Physiotherapy when _ indicated. 
Adequate facilities for recreation and out-door 
— Cruising and fishing trips on hospital 
yacht. 


Information on request 
Member American Hospital Association 
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